MEDICAID HOME AND COMMUNITY-BASED SERVICES WAIVER

STREAMLINED RENEWAL FORMAT

1. The State of Connecticut requests a 5-year renewal of its home and community based
waiver, number 0302.

2. Services. All services in the renewed waiver are the same as those described in the
original waiver (as amended).

a. Yes.

b._x No. The following services are removed from the renewal request.
(Changed pages from the waiver document and appendices are attached.)

1) Day Habilitation
2) Family Training

Services Removed.:

a. The following services are now available in at least that amount, duration
and scope under the state plan.

b. _x_The following services were not utilized under the original waiver:
Day Habilitation

Services Changed or Added. (Changed pages from the waiver document and
appendices are attached.)

c. _x__The State requests the following new services or changes in service
definitions, standards, or provider qualifications:

1) Case Management service definition has been revised to clarify under
what circumstances this service is purchased

2) Cognitive Behavioral Programs service definition has been revised to
clarify the provider’s role within the context of the person-centered
team and to incorporate the provisions of Family Training

3) Community Living Support Services definition clarified to state that
providers may provide incidental hands-on care in the provision of this
service if acceptable to the consumer and provider
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STATE:

4) Companion service definition clarified to state that providers may
provide incidental hands-on care in the provision of this service if
acceptable to the consumer and provider

5) Homemaker service description revised to clarify that this service is
available to a consumer who either does not choose to perform or can
not learn such skills

6) Pre-Vocational Services - removed transportation from service
description

7) Supported Employment - removed transportation from service
description

8) Specialized Medical Equipment — language change in provider type
from “Vendors who sell medical communication, adaptive items and
supplies and/or DME” to . . . assistive devices . . .”

Eligibility. All eligibility requirements and procedures described in the original waiver
will remain in effect under the renewed waiver.

a._x Yes.
b. _ No. (Changed pages from the waiver document and appendices are
attached.)

Assurances. All assurances and information in the approved waiver as required by 42
CFR 441.302(a) - (f) remain in effect, including all amendments approved by CMS.

a. _ x __ Yes, with no changes.
b. Yes, but with the following changes:

Provider qualifications (including licensure/certification) are
different. The revised standards are reflected in changed pages from the
waiver document and appendices, attached.

Changes in level of care assessment process, team, and/or
instrument. Changed pages from the waiver document and appendices, as
well as copies of revised forms (if applicable) are attached.

Changes in care planning process, team, and/or instrument. Changed
pages from the waiver document and appendices, as well as copies of
revised forms (if applicable) are attached.

Other. Changed pages from the waiver document and appendices, as
CONNECTI CUT 2 DATE: NOVEMBER 20, 2002



10.
STATE:

well as copies of revised forms (if applicable) are attached.

Per capita expenditure estimates, consistent with 42 CFR 441.303(f) are attached for each
year of the renewed waiver. The state has used Appendix G of the Streamlined
Application Format to prepare these estimates. These data are consistent with data
supplied to and accepted by HCFA on form 372, except where noted and fully explained.

Documentation is attached to support the conclusion that the state has taken appropriate
corrective action to resolve problems identified through state or Federal monitoring
activities, or through the independent assessment of the original waiver.

a. _ x_Yes. The State has instituted a system of faxing plan revisions to appropriate
staff and concurrently to its fiscal intermediary immediately upon approval.

b. No. There are no outstanding problem areas in this waiver. Corrective action is
not necessary.

This document, together with the original waiver and all amendments approved by CMS,
constitutes the state's request for renewal of its home and community based services
waiver under section 1915(c) of the Social Security Act. The state affirms that it will
abide by all requirements set forth in the waiver, as amended and renewed, and certifies
that any further modifications to the waiver request will be made in writing and
submitted by the State Medicaid agency. Upon approval by CMS, this waiver renewal
request will serve as the State's authority to provide home and community based services
to the target group under its Medicaid plan. Any proposed changes to the approved
renewed waiver will be formally requested by the State in the form of waiver
amendments.

The State assures that all material referenced in this waiver renewal application
(including standards, licensure and certification requirements) will be kept on file at the
Medicaid agency.

The State chooses to perform an independent assessment of its renewed waiver, as
permitted by 42 CFR 441.303(g), for the period of the renewal. This assessment will
evaluate the quality of care provided, access to care, and cost-neutrality of the waiver.

X  Yes No

The State requests an effective date of January 1, 2002.
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11. The State contact person for this waiver renewal request is:
Name: Sylvia Gafford-Alexander
Title: Acting Director, Social Work and Prevention Services
Tel:  860-424-5058
Fax: 860-424-5091
E-mail:sylvia.gafford-alexander@po.state.ct.us

12. Signature:

Print Name:

Title:

Date:

APPENDI X A - ADM NI STRATI ON

LI NE OF AUTHORI TY FOR WAI VER OPERATI ON
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CHECK ONE

VERSI ON 06- 95

The waiver will be operated directly by the Medical
Assi stance Unit of the Medicaid agency.

The wai ver will be operated by , a
separate agency of the State, under the supervision of
the Medicaid agency. The Medicaid agency exercises

adm nistrative discretion in the admnistration and
supervi sion of the waiver and issues policies, rules and
regulations related to the waiver. A copy of the
i nteragency agreenent setting forth the authority and
arrangenments for this policy is on file at the Medicaid
agency.

The waiver will be operated by the Division of Socia
Wrk and Prevention Services, a separate division within
the Single State agency. The Medicaid agency exercises
adm nistrative discretion in the admnistration and
supervi sion of the waiver and issues policies, rules and
regulations related to the waiver. A copy of the
i nteragency agreenent setting forth the authority and
arrangenments for this policy is on file at the Medicaid
agency.

APPENDI X B - SERVI CES AND STANDARDS

APPENDI X B-1: DEFI NI TI ON OF SERVI CES

The State
servi ces,

requests that the follow ng honme and conmunity-based
as descri bed and defined herein, be included under this
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VERSI ON 06- 95

wai ver. Provider qualifications/standards for each service are set
forth in Appendi x B-2.

a. _X Case Managenent

b. X Honmenaker :

X

STATE: CONNECTI CUT

Services which w Il assist individuals who
receive waiver services in gaining access to
needed waiver and other State plan services,
as well as needed nedical, social, educational
and ot her services, regardless of the funding
source for the services to which access is
gai ned.

Case managers shall be responsible for ongoing
nonitoring of the provision of services
included in the individual's plan of care.

1. Yes 2. No

Case managers shall initiate and oversee the
process of assessnent and reassessnment of the
individual's level of care and the review of
plans of <care at such intervals as are
specified in Appendices C & D of this request.

1. Yes 2. No

O her Service Definition (Specify):

See Attachnment B-1 for explanation

Services consisting of general household
activities (nmeal preparation and routine
household care) provided by a trained
honmemaker, when the individual regularly
responsi bl e for t hese activities S
tenporarily absent or unable to manage the
home and care for himor herself or others in
the hone. Homermakers shall nmeet such
6 DATE: NOVEMBER 20, 2002



VERSI ON 06- 95

standards of education and training as are
establ i shed by the State for the provision of
t hese activities.

X O her Service Definition (Specify):
This service can be purchased when the
individual is not able to or does not choose
to performthis function for him or herself,
and independent living skills training is not
i ndi cated for this purpose.

C. Home Heal th Ai de services:
Services defined in 42 CFR 440.70, with the
exception that |imtations on the anount,
duration and scope of such services inposed by
the State's approved Medicaid plan shall not
be applicable. The anount, duration and scope
of these services shall instead be in
accordance wth +the estimates given in
Appendi x G of this waiver request. Services
provi ded under the waiver shall be in addition
to any available under the approved State
pl an.
O her Service Definition (Specify):
d. X Personal care services:
X Assistance wth eating, bathing, dressing,

STATE: CONNECTI CUT

personal hygiene, activities of daily |iving.
This service my include assistance wth
preparation of neals, but does not include the
cost of the neals thenselves. Wen specified
in the plan of care, this service may also
i ncl ude such housekeepi ng chores as bednaki ng,
dusting and vacuum ng, which are incidental to
the care furnished, or which are essential to
the health and welfare of the individual,
rather than the individual's famly. Persona
care providers nust neet State standards for
this service.

1. Services provided by famly nenbers
(Check one):
7 DATE: NOVEMBER 20, 2002



STATE: CONNECTI CUT

VERSI ON 06- 95

Payment will not be nmade for
per sonal care services
furnished by a nenber of the
individual's famly.

Personal care providers nmay be
menbers of the individual's
famly. Payment will not be
made for services furnished to
a mnor by the child s parent
(or step-parent), or to an
i ndi vidual by that person's
spouse.

Justification attached. (Check
one) :

X Fam |y menbers who
provi de per sona
care services nust
meet t he sanme
st andar ds as
providers who are
unr el at ed to t he

i ndi vi dual .
Standards for famly
menbers provi di ng
per sonal care
services differ from
t hose for ot her
providers of this
servi ce.

The di fferent
st andar ds are
i ndi cat ed in
Appendi x B- 2.

Supervi sion of personal care providers
furnished by (Check all that

A registered nurse, licensed to
practice nursing in the State.
DATE: NOVEMBER 20, 2002



STATE: CONNECTI CUT

VERSI ON 06- 95

A i censed practi cal or
vocational nurse, wunder the
supervision of a registered
nurse, as provided under State

I aw.
X Case managers
X O her (Specify):

The consuner or anot her
i ndi vidual designated to act in
the consunmer’s behalf when
cognitive inpairnents prohibit
the consuner from providing
supervision of his/her own
personal care

Frequency or intensity of supervision
(Check one):

X As indicated in the plan of

care
O her (Specify):

Rel ationship to State plan services
(Check one):

X Personal care services are not

provi ded under the approved
State plan.

Per sonal care services are
included in the State plan, but
with limtations. The waivered
service wll serve as an

extension of the State plan
service, in accordance wth
docunent ati on provi ded in
Appendix G of this waiver
request .

Personal care services under
the State plan differ in
9 DATE: NOVEMBER 20, 2002
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service definition or provider
type from the services to be
of fered under the waiver.

X O her service definition (Specify):
In addi tion to t he previ ousl y- st at ed
conditions, the waiver will not fund services
provided by the followng parties: an
i nformal caregiver who has been providing care
free-of-charge to the i ndi vi dual ; t he
i ndi vi dual’s conservator or any nenber of the
conservator’s famly.

e. X Respite care
X Services provided to individuals unable to

STATE: CONNECTI CUT

care for thenselves; furnished on a short-term
basis because of the absence or need for
relief of those persons normally providing the
care.

O her service definition (Specify):

FFP will not be clainmed for the cost of room
and board except when provided as part of
respite care furnished in a facility approved
by the State that is not a private residence.
Respite care will be provided in the follow ng
| ocation(s) (Check all that apply):

X Individual's hone or place of
resi dence

Fost er hone

Medicaid certified Hospita
Medicaid certified NF
Medicaid certified | CF/ MR
G oup hone
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f. Adul t day

STATE: CONNECTI CUT

VERSI ON 06- 95
Li censed respite care facility

G her comunity care residential
facility approved by the State that
its not a private residence (Specify

type):

O her service definition (Specify):

heal t h:

Services furnished 4 or nore hours per day on
a reqgularly schedul ed basis, for one or nore
days per week, in an outpatient setting,
enconpassi ng both health and social services
needed to ensure the optinmal functioning of
t he individual. Meal s provided as part of
t hese services shall not constitute a "full
nutritional reginmen" (3 neals per day).
Physi cal, occupational and speech therapies
indicated in the individual's plan of care
will be furnished as conponent parts of this
servi ce.

Transportati on between the individual's place
of residence and the adult day health center
wi |l be provided as a conponent part of adult
day health services. The <cost of this
transportation is included in the rate paid to
providers of adult day health services.
(Check one):

1. Yes 2. No

O her service definition (Specify):

Qualifications of the providers of adult day
health services are contained in Appendi x B-2.
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g. X Habilitation:

X

STATE: CONNECTI CUT

Services designed to assist individuals in
acquiring, retaining and inproving the self-
hel p, socialization and adaptive skills
necessary to reside successfully in hone and

comuni ty-based settings. This service
i ncl udes:
Resi denti al habi litation:
assi st ance with acqui sition,

retention, or inprovenent in skills
related to activities of daily
living, such as personal groom ng
and cleanliness, bed nmaking and
househol d chores, eating and the
preparation of food, and the social
and adaptive skills necessary to
enabl e the individual to reside in a
non-institutional setting. Paynents
for residential habilitation are not
made for room and board, the cost of
facility nmaintenance, upkeep and
i nprovenent, other than such costs
for nodifications or adaptations to
a facility required to assure the
health and safety of residents, or
to neet the requirenents of the
applicabl e life safety code.
Paynent for residential habilitation
does not include paynents nmade,
directly or indirectly, to nmenbers
of t he i ndi vidual's i edi at e
famly. Paynents will not be nade
for the routine care and supervision
which would be expected to be
provided by a famly or group hone
provider, or for activities or
supervision for which a paynment is
made by a source other than
Medi cai d. Docunentati on which shows
t hat Medi caid paynent does not cover
these conponents is attached to
Appendi x G

Day habilitation: assi stance with
12 DATE: NOVEMBER 20, 2002



STATE: CONNECTI CUT

VERSI ON 06- 95

acqui sition, retention, or
i mpr ovenent in sel f - hel p,
soci alization and adaptive skills
which takes place in a non-
residential setting, separate from
the home or facility in which the
i ndi vidual resides. Services shal
normally be furnished 4 or nore
hours per day on a regularly
schedul ed basis, for 1 or nore days
per week wunless provided as an
adjunct to other day activities
included in an individual's plan of
care.

Day habilitation services shal
focus on enabling the individual to
attain or mintain his or her
maxi mum functional |evel and shal
be coordinated with any physical,
occupational, or speech therapies
listed in the plan of care. I n
addition, day habilitation services
may serve to reinforce skills or
| essons taught in school, therapy,
or other settings.

Prevocational services not avail able
under a program funded under section
110 of the Rehabilitation Act of
1973 or section 602(16) and (17) of
the Individuals with D sabilities
Education Act (20 U S. C 1401(16 and
17)). Services are ained at
preparing an individual for paid or
unpai d enpl oynment, but are not | ob-

task oriented. Servi ces include
t eachi ng such concepts as
conpl i ance, at t endance, t ask

conpletion, problem solving and
safety. Prevocational services are
provi ded to persons not expected to
be able to join the general work

force or partici pate in a

transitional sheltered workshop

wi thin one year (excluding supported
13 DATE: NOVEMBER 20, 2002



STATE: CONNECTI CUT

VERSI ON 06- 95

enpl oynment prograns).

Check one:
| ndi viduals will not be
conpensat ed for
prevocational services.
X When conpensat ed,

individuals are paid at
| ess than 50 percent of
t he m ni num wage.

Activities included in this service
are not primarily directed at
teaching specific job skills, but at
underlying habilitative goals, such
as attention span and notor skills.
Al'l prevocational services wll be
reflected in the individual's plan
of care as directed to habilitative,
rather than explicit enploynent
obj ecti ves.

Docunentation will be maintained in
t he file of each i ndi vi dual
receiving this service that the
service is not otherw se avail able
under a program funded under the
Rehabilitation Act of 1973, or P.L.
94-142.

Educati onal services, which consi st
of special education and related
services as defined in section s
(15) and (17) of the Individuals
with Disabilities Education Act, to
the extent to which they are not
avai | abl e under a program funded by
| DEA. Docunentation wll be
maintained in the file of each
i ndividual receiving this service
t hat :

1. The service is not otherw se
avai l able under a program
funded under the Rehabilitation
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STATE: CONNECTI CUT

VERSI ON 06- 95

Act of 1973, or P.L. 94-142;
and

2. The i ndi vi dual has been
deinstitutionalized froma SNF
ICF, NF, or ICF/MR at sone
prior period.

Supported enpl oynent services, which
consist of paid enploynent for
per sons for whom  conpetitive
enpl oynent at or above the m ninmm
wage is unlikely, and who, because

of their di sabilities, need
i ntensi ve ongoi ng support to perform
in a work setting. Support ed

enpl oynent is conducted in a variety
of settings, particularly work sites

in whi ch per sons wi t hout
disabilities are enpl oyed.
Support ed enpl oynent i ncl udes

activities needed to sustain paid
wor k by individual s receiving waiver
servi ces, including supervision and
training. Wen supported enpl oynent
services are provided at a work site

in whi ch per sons wi t hout
disabilities are enployed, paynent
wil | be made only for t he
adapt ati ons, supervi si on and

training required by individuals
receiving waiver services as a
result of their disabilities, and
will not include paynent for the
supervisory activities rendered as a
normal part of the business setting.

Support ed enpl oynment services
furni shed under the waiver are not
avai |l abl e under a program funded by
either the Rehabilitation Act of
1973 or P.L. 94-142. Docunentation
will be maintained in the file of
each individual receiving this
service that the service is not
15 DATE: NOVEMBER 20, 2002



VERSI ON 06- 95

ot herw se avail abl e under a program
funded under the Rehabilitation Act
of 1973, or P.L. 94-142.

FFP  wi || not be claimed for

incentive paynents, subsidies, or

unr el at ed vocat i onal training

expenses such as the follow ng:

1. | ncentive paynents nmade to an
enpl oyer to encourage or
subsi di ze t he enpl oyer's

participation in a supported
enpl oynment program

2. Paynent s t hat are passed
through to users of supported
enpl oynent prograns; or

3. Paynent s for vocat i onal
training that is not directly
related to an individual's
supported enpl oynment program

Transportation wll be provided between the
individual's place of residence and the site
of the habilitation services, or between
habilitation sites (in cases where the
i ndi vidual receives habilitation services in
nore than one place) as a conponent part of
habilitation services. The cost of this
transportation is included in the rate paid to
provi ders  of the appropriate type of
habilitation services.

1. Yes 2. X No

O her service definition (Specify):

The State requests the authority to provide the follow ng
addi tional services, not specified in the statute. The State
assures that each service is cost-effective and necessary to
prevent institutionalization. The cost neutrality of each service
STATE: CONNECTI CUT 16 DATE: NOVEMBER 20, 2002
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is denonstrated in Appendix G Qualifications of providers are
found in Appendi x B-2.

h. X Environnmental accessibility adaptations:

X

Those physical adaptations to the hone,
required by the individual's plan of care,
which are necessary to ensure the health,
wel fare and safety of the individual, or which
enabl e the individual to function with greater
i ndependence in the hone, and w thout which,
t he i ndi vi dual woul d require
institutionalization. Such adaptations may
include the installation of ranps and grab-
bars, w dening of doorways, nodification of
bat hroom facilities, or installation of
specialized electric and plunbing systens
whi ch are necessary to accommodate the nedica
equi pnment and supplies which are necessary for
the welfare of the individual. Excluded are
t hose adaptations or inprovenents to the hone
which are of general utility, and are not of
direct nedical or renedial benefit to the
i ndi vidual, such as carpeting, roof repair,
central air conditioning, etc. Adapt at i ons
which add to the total square footage of the
home are excluded from this benefit. Al
services shall be provided in accordance with
applicable State or I ocal building codes.

O her service definition (Specify):

i Ski |l I ed nursing:

STATE: CONNECTI CUT

Services listed in the plan of care which are
within the scope of the State's Nurse Practice
Act and are provided by a registered
prof essional nurse, or |icensed practical or
vocational nurse under the supervision of a
regi stered nurse, licensed to practice in the
State.
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O her service definition (Specify):

J - X Transportation:

X

Service offered in order to enable individuals
served on the waiver to gain access to waiver
and other comunity services, activities and
resources, specified by the plan of care.
This service is offered in addition to nedica
transportation required under 42 CFR 431.53
and transportation services under the State
plan, defined at 42 CFR 440.170(a) (if
applicable), and shall not replace them
Transportation services under the waiver shall
be offered in accordance with the individual's
plan of care. Wenever possible, famly,
nei ghbors, friends, or comunity agencies
whi ch can provide this service w thout charge
will be utilized.

Prior to requesting waiver transportation in
the Service Plan, the waiver participant and
adm ni strative coordinator nust explore all
reasonable nmeans of having this service
provided informally, or through the existing
public transportation system

O her service definition (Specify):
Transportation nmay be provided by a famly
nmenber between honme and the vocational setting
when transportation is not otherw se avail abl e
and it is the nost cost-effective option._

k. X Speci al i zed Medi cal Equi pnent and Suppli es:

X

STATE: CONNECTI CUT

Speci al i zed nedi cal equi pnrent and supplies to
include devices, controls, or appliances,
specified in the plan of care, which enable
individuals to increase their abilities to
perform activities of daily living, or to
perceive, control, or conmunicate with the
environment in which they live.
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This service also includes itens necessary for
life support, ancillary supplies and equi pnent
necessary to the proper functioning of such
itens, and durable and non-durable nedical
equi pnent not available under the Medicaid
State plan. Itenms reinbursed with waiver
funds shall be in addition to any nedical
equi pnent and supplies furnished under the
State plan and shall exclude those itens which
are not of direct nmedical or remedial benefit
to the individual. All itenms shall neet
applicable standards of manufacture, design
and installation.

O her service definition (Specify):

| . X Chore services:

X

STATE: CONNECTI CUT

Services needed to mamintain the hone in a
cl ean, sanitary and safe environnent. Thi s
service includes heavy household chores such
as washing floors, wndows and walls, tacking
down | oose rugs and tiles, noving heavy itens
of furniture in order to provide safe access
and egress. These services will be provided
only in cases where neither the individual
nor anyone else in the household, is capable
of performing or financially providing for
them and where no other relative, caregiver,
| andl or d, comuni ty/ vol unt eer agency, or
third-party payor is capable of or responsible
for their provision. In the case of rental
property, the responsibility of the |andlord,
pursuant to the |ease agreenment, wll be
examned prior to any authorization of
servi ce.

O her service definition (Specify):
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VERSI ON 06- 95
Enmer gency Response Systens (PERS)

PERS is an electronic device which enables
certain i ndi vi dual s at hi gh risk of
institutionalization to secure help in an
ener gency. The individual may also wear a
portable "hel p" button to allow for nobility.
The systemis connected to the person's phone
and programmed to signal a response center
once a "help" button is activated. The
response center is staffed by trained
professionals, as specified in Appendix B-2.
PERS services are limted to those individuals
who Ilive alone, or who are alone for
significant parts of the day, and have no
regul ar caregiver for extended periods of
time, and who would otherwise require
extensive routine supervision.

O her service definition (Specify):

n. X Adul t conpani on servi ces:

X

STATE: CONNECTI CUT

Non- medi cal care, super vi si on and
soci alization, provided to a functionally
inmpaired adult. Conmpani ons may assist or
supervise the individual with such tasks as
meal preparation, |aundry and shoppi ng, but do
not perform these activities as discrete
services. The provision of conpanion services
does not entail hands-on nursing care.
Providers may al so performlight housekeeping
tasks which are incidental to the care and
supervision of the individual. This service
is provided in accordance with a therapeutic
goal in the plan of care, and is not purely
di versional in nature.

O her service definition (Specify):
The provision of conpanion services may
include cuing and/or incidental hands-on
assistance with activities of daily living if
acceptable to the consunmer and provider,
provided it is of a non-nedical nature.
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0. Private duty nursing:

| ndi vi dual and continuous care (in contrast to
part time or intermttent care) provided by
licensed nurses within the scope of State | aw
These services are provided to an individua

at hone.

O her service definition (Specify):

p. Fam |y trai ning:

Training and counseling services for the
famlies of individuals served on this waiver
For purposes of this service, "famly" is
defined as the persons who live wth or
provide care to a person served on the waiver
and may include a parent, spouse, children,
rel atives, foster famly, or in-1aws.
"Fam | y" does not include individuals who are
enpl oyed to care for the consunmer. Training
i ncl udes instruction about treatnent reginens
and use of equi pnent specified in the plan of
care, and shall include updates as necessary
to safely maintain the individual at hone.
All famly training nust be included in the
individual's witten plan of care.

O her service definition (Specify):

g. At tendant care services:

STATE: CONNECTI CUT

Hands-on care, of both a supportive and

heal th-rel ated nature, specific to the needs

of a nedically stable, physically handi capped

i ndi vi dual . Supportive services are those

which substitute for the absence, |oss,

di mnution, or inpairnment of a physical or
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cognitive function. this service may include
skilled or nursing care to the extent
permtted by State |[|aw Housekeepi ng
activities which are incidental to the
performance of care may also be furnished as
part of this activity.

Supervi sion (Check all that apply):

Supervision will be provided by a
Regi st ered Nur se, licensed to
practice in the State. The
frequency and intensity of

supervision will be specified in the
individual's witten plan of care.

Super vi si on may be f ur ni shed
directly by the individual, when the
person has been trained to perform
this function, and when the safety
and efficacy of consuner-provided
supervi sion has been certified in
witing by a registered nurse or
otherwi se as provided in State | aw.
This certification nust be based on
direct observation of the consuner
and the specific attendant care
provi der, during t he act ual
provi sion of care. Docunentation of
this certification wil | be
mai nt ai ned in t he consumer's
i ndi vi dual plan of care.

O her supervi sory arrangenent s
(Specify):

O her service definition (Specify):

r. Adult Residential Care (Check all that apply):

STATE: CONNECTI CUT

Adul t f oster care: Per sonal care and
22 DATE: NOVEMBER 20, 2002



STATE: CONNECTI CUT

VERSI ON 06- 95

servi ces, homenaker, chore, attendant care and
conpani on services nmnedication oversight (to
the extent permtted under State | aw) provided
in alicensed (where applicable) private hone
by a principal care provider who lives in the
home. Adult foster care is furnished to adults
who receive these services in conjunction with
residing in the hone. The total nunber of
i ndi viduals (including persons served in the
wai ver) living in the hone, who are unrel ated
to the principal care provider, cannot exceed

). Separate paynent will not be nmade for
homemaker or chore services furnished to an
i ndi vi dual receiving adult foster care

services, since these services are integral to
and inherent in the provision of adult foster
care services.

Assisted living: Personal care and services,
honemaker, chore, attendant care, conpanion
servi ces, nedication oversight (to the extent
permtted under State |aw), therapeutic social
and recreational programmng, provided in a
home-1i ke environment in a licensed (where
applicable) community care facility, in
conjunction with residing in the facility.
Thi s service includes 24-hour on-site response
staff to nmeet schedul ed or unpredictabl e needs
in a way that pronotes maxi mum dignity and
i ndependence, and to provide supervision,
safety and security. O her individuals or
agencies may also furnish care directly, or
under arrangenent wth the comunity care
facility, but the care provided by these other
entities supplenents that provided by the
community care facility and does not suppl ant
it.

Personal i zed care is furnished to individuals
who reside in their own living units (which
may include dually occupied units when both
occupants consent to the arrangenent) which
may or may not include kitchenette and/or
living roonms and which contain bedroons and
toilet facilities. The consunmer has a right
to privacy. Living units may be | ocked at the
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di scretion of the consuner, except when a
physician or nental health professional has
certified in witing that the consunmer 1is
sufficiently cognitively inpaired as to be a
danger to self or others if given the
opportunity to lock the door. (This
requi renent does not apply where it conflicts
with fire code.) Each living unit is separate
and distinct from each other. The facility
nmust have a central dining room living room
or parlor, and common activity center(s) which
may also serve as living roons or dining
r oons) . The consuner retains the right to
assune risk, tenpered only by the individual's
ability to assune responsibility for that
risk. Care nust be furnished in a way which
fosters the independence of each consuner to
facilitate aging in place. Routines of care
provision and service delivery nust Dbe
consuner -driven to the maxi mum  extent
possi ble, and treat each person with dignity
and respect.

Assisted living services may also include
(Check all that apply):

Home heal th care

Physi cal therapy

Occupati onal therapy
Speech t herapy

Medi cation adm ni stration

Intermttent skilled nur si ng
services

Transportation specified in the plan
of care

Peri odi ¢ nursing eval uations
O her (Specify)
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However, nursing and skilled therapy services
(except periodic nursing evaluations if
speci fied above) are incidental, rather than
integral to the provision of assisted living
servi ces. Payment will not be made for 24-
hour skilled care or supervision. FFP is not
available in the cost of room and board
furnished in conjunction with residing in an
assisted living facility.

O her service definition (Specify):

Paynments for adult residential care services are not nade
for roomand board, itenms of confort or convenience, or
the costs of facility maintenance, upkeep and
i nprovenent. Paynment for adult residential care services
does not include paynents nmade, directly or indirectly,
to nenbers of the consumer's imediate famly. The
met hodol ogy by whi ch paynents are cal cul ated and nade is
descri bed in Appendi x G

S. X QG her waiver services which are cost-effective and
necessary to prevent institutionalization (Specify):

Community Living Support Services (CLSS): | ndividualized
services designed to support the waiver participant’s
ability to live in the comunity. CLSS provide
supervised living in a residence and up to 24 hour
support services, for as many as three individuals. The
servi ces provided under a CLSS consist of supervision of
and assistance with an individual’s self-care, nedication
managenent, conmuni cation skills, interpersonal skills,
soci ali zation, sensory/notor skills, nmobility, community
transportation skills, problemsolving skills, noney
managenent and ability to mintain a household if
acceptable to the consuner and provider. Such assistance
may i nclude incidental hands-on care if acceptable to the
consunmer and provider. These services are provided in
the residence and in the conmunity. The CLSS provides
over ni ght supervi si on.
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A waiver participant who receives CLSS wll not be
precluded fromattending or participating in any type of
service or programin the comunity that is designated in
the participant’s plan. Wien a waiver participant
chooses, or when his/her ability to Ilive nore
i ndependent |y inproves, the CLSS provider will work with
the waiver participant and the Departnent of Social
Services’ social worker to develop and inplenent a plan
which results in the waiver participant’s living nore
i ndependently in the community.

CLSS differs fromIndependent Living Skills Training in
that CLSS provides for supervision of and assistance to
the individual for up to 24 hours per day. |ndependent
Living Skills Training is purchased on an hourly basis
and provides assessnent and instruction in specific
skills by inplenenting strategies identified in the plan
of care. For exanple, it is possible for a waiver
participant to receive ILST to learn howto feed hinself.
Once the individual has learned this task, (s)he may need
CLSS to supervise neals to avoid aspiration.

Al'l Comunity Living Support Services nust be docunented
in the service plan and provi ded by agenci es approved as
provi ders of this wai ver servi ce. Provi der
qualifications are specified in Appendi x B-2.

Medi caid funding of this service is for services only; no
portion is allocated for housing costs (e.g., rent, food,
room or board).

Cogni tive/Behavioral Prograns: |Individual interventions
designed to decrease the waiver participant’s severe
mal adaptive behaviors which, if not nodified, wll
interfere with the individual’s ability to remain
integrated in the community. Cogni ti ve/ Behavi or al
Prograns consist of a conprehensive assessnent of
defi ci ent cognitive and nmal adaptive behavior(s);
devel opnent of a structured cognitive/behavioral
intervention plan which has as its primary focus the
teaching of socially appropriate behaviors; t he
elimnation of raladaptive behaviors through the
devel opnment and i npl enmentati on of cognitive conpensatory
strategies; inplenmentation of the plan; ongoing or
episodic training and supervision of the waiver
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participant, famly mnenbers and caregivers concerning
treatment regimens, cognitive and behavioral strategies
and interventions and use of equi pnent specified in the
plan of care, and periodic reassessnent of the plan.
Assistance to providers in inplenmenting participant-
specific interventions is also a conponent of
Cogni tive/ Behavioral Prograns. This service is perforned
within the context of the individual’s person-centered
team in concert with the DSS social worker, acting as
adm ni strati ve case nanager. The service nmay be provided
in the waiver participant’s hone or in the comunity in
order to reinforce the training in areal life situation

Al'l Cognitivel/Behavioral Prograns nmust be docunented in
the Service Plan and provided by individuals or agencies
approved as a provider of this waiver service. Provider
qualification are specified in Appendi x B-2.

Honme- Del i vered Meal s: Preparation and delivery of neals
for adults who are unable to prepare or obtain nourishing
neals on their own or when the individual responsible for
this activity is tenporarily absent or unable to manage
nmeal preparation. Meals provided will not constitute a
full nutritional reginment(i.e., 3 neals a day).

The necessity of Home-Delivered Meal s nust be docunent ed
in the service plan and provi ded by agenci es approved as
providers of this waiver service. Qualifications of
providers of this service are specified in Appendi x B-2.

| ndependent Living Skills Training and Devel opnent:
I ndi vi dual | y designed services to inprove the ability of
the waiver participant to live as independently as
possible in the community. |ILST is provided on a one-to-
one basis in both the waiver participant’s residence and
in the community, in the environnment and situation which
results in the greatest positive outcone for the waiver
partici pant. This service is provided in the *“real
worl d”(e.g., in the waiver participant’s kitchen rather
than in an agency’s kitchen) because of the difficulty
many wai ver participants experience in transferring or
general i zi ng knowl edge and skills fromone situation to
anot her.

| ndependent Living Skills Training and Devel opnment
i ncl udes assessnment and training of an individual with
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self-care, which may include hands-on training for the

pur pose  of teaching specific skills, medi cati on
managenent, task conpletion, communication skills,
i nt er per sonal skills, soci al i zati on, sensory/ not or

skills, nmobility and conmmunity transportation skills

carrying-out strategies developed by the cognitive
behaviorist to reduce/elimnate nal adaptive behaviors,
probl em sol ving skills, noney managenent and ability to
mai ntai n a househol d.

This service differs from Community Living Support
Services in that it provides assessnment and instruction
in specific skills by inplenenting strategies identified
in the plan of care, rather than providing supervision of
and assistance to the individual. This service is
purchased on an hourly, rather than a daily, basis by
i ndi vidual s or agencies approved as providers of this
wai ver service. Provider qualifications are specified in
Appendi x B- 2.

Subst ance  Abuse Pr ogr ans: | ndi vi dual |y desi gned
interventions to reduce/elimnate the use of alcohol
and/or drugs by the waiver participant which nmay
interfere with the individual’s ability to remain in the
community if not dealt with effectively. Substance Abuse
Prograns are provided in an outpatient congregate setting
or in the waiver participant’s comunity and include the

f ol | owi ng: an in-depth assessnent of the inter-
rel ati onshi p between the individual’s substance abuse and
brai n injury; a | earning/ behavi oral assessnent;
devel opnent of a structured t r eat ment pl an

i npl enentation of the plan; ongoing education and
training of the waiver participant, his/her famly
menbers, caregivers and all other service providers
around participant-specific sequelae; individualized
rel apse strategies; periodic reassessnent of the plan and
ongoi ng support. The plan may include both group and
individual interventions and reflects the wuse of
curriculum and materials adopted from a traditional
subst ance abuse programto neet the needs of individuals
with traumatic brain injury. Li nkages to existing
communi ty-based sel f-hel p/support groups such as
Al coholics Anonynmous or secular organizations for
sobriety will be part of the treatnent plan. Substance
Abuse Prograns will conmmunicate treatnent reginmens with
all of the waiver participant’s service providers. Al
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Substance Abuse Progranms nust be docunented in the
service plan and provided by individuals or agencies
approved as providers of this waiver service. Provider
qualifications are specified in Appendi x B-2.

Transitional Living Services: Individualized short-term
services designed to inprove the waiver participant’s
skills and ability to live in the conmmunity when the
wai ver participant is unable to be supported in a
per manent residence and is in need of intensive clinical
i nterventions. Transitional Living Services include
assessnent, training, supervision of and assistance to an
i ndi vi dual with self-care, medi cati on nmanagenent,
comruni cati on skills, i nt er per sonal skills,
soci al i zati on, sensory/notor skills, nobility, community
transportation skills, problemsolving skills, nobney
managenent and ability to maintain a household. These
services include a residence for a short duration, with
up to 24-hour supervision and support and interventions
designed to assess and i nprove the waiver participant’s
ability to live in the community as independently as
possi ble. The Transitional Living Services provider is
responsi bl e for assisting the waiver participant and the
Department of Social Service’'s social worker in
identifying a permanent residence and support systemin
the conmunity.

Transitional Living Services differ fromother avail able
services in several significant ways. These services are
expected to neet all of the waiver service and support
needs of the participant. The only other waiver service
avai |l abl e to the waiver participant during provision of
these services is Case Managenent. Medicaid State Pl an
servi ces, such as physical or occupational therapy, may
al so be accessed while utilizing these services. Prior
to conpleting Transitional Living Services the DSS soci al
wor ker will develop the conmunity services plan of care
in conjunction wth the provider and the waiver

partici pant. When the participant noves from this
service to living nore independently in the community,
other waiver services wll be approved. It is

anticipated that this service will be provided only one
time to any individual participant.

Al'l Transitional Living Services nust be included in the
service plan and provided by agencies approved as a
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provider of this waiver service. No portion of Medicaid
funds are allocated for the room and-board conponent of
this service. Provider qualifications are specified in
Appendi x B- 2.

Vehicle Mdifications: are physical nodifications nade to
a notor vehicle to inprove the waiver participant’s
i ndependence and inclusion in the community when they are
deened necessary to prevent institutionalization.
Modi fications nay be made to the vehicle which is the
wai ver participant’s primary neans of transportation

The vehicle may be owned by the waiver participant, by
famly nmenbers with whom the participant |lives or has
consi stent and ongoi ng contact, or by a non-relative who
provides primary |ong-term support, but is not a paid
service provider, to the participant.

Al'l vehicle nodifications nmust be included in the service
pl an and provi ded by agenci es approved as a provi der of
this waiver service. Provider qualifications are
specified in Appendi x B-2.

t. Ext ended State plan services:

The follow ng services, available through the approved
State plan, will be provided, except that the Iimtations
on anount, duration and scope specified in the plan wll
not apply. Services will be as defined and described in
the approved State plan. The provider qualifications

listed in the plan wll apply, and are hereby
incorporated into this waiver request by reference.
These services will be provided under the State plan
unti | the plan Jlimtations have been reached.

Docunentation of the extent of services and cost-
ef fectiveness are denonstrated in Appendix G (Check all
that apply):

Physi ci an services

Hone health care services

Physi cal therapy services

Cccupational therapy services

Speech, hearing and | anguage services
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Prescri bed drugs

O her State plan services (Specify):

u. Services for individuals with chronic nental illness,
consi sting of (Check one):
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Day treatnent or other partial hospitalization
servi ces (Check one):

Services that are necessary for the
di agnosis or treatnent of the
individual's nmental illness. These
services consist of the follow ng
el ement s:

a. i ndi vidual and group therapy
with physi ci ans or
psychol ogi sts (or other nental
health professionals to the
extent authorized under State

law) ,

b. occupational therapy, requiring
the skills of a qualified
occupati onal therapist,

C. services of social workers,
trai ned psychiatric nurses, and
other staff trained to work
w th i ndi vi dual s w th
psychiatric illness,

d. drugs and bi ol ogi cal s furnished
for therapeutic purposes,

e. i ndi vidual activity therapies
t hat are not primarily
recreational or diversionary,

f. famly counseling (the primry
pur pose of which is treatnent
of the individual's condition),

g. training and education of the
i ndividual (to the extent that
training and educat i onal
activities are closely and
clearly rel ated to t he
i ndi vidual's care and

treatnment), and
h. di agnosti c servi ces.
Meal s and transportation are
excluded from reinbursenent under
this service. The purpose of this
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Psychosoci
one) :

service IS to mai nt ai n t he
i ndi vidual's condi tion and
functional Ilevel and to prevent
rel apse or hospitalization.

O her service definition (Specify):

al rehabilitation services (Check

Medi cal or remedi al services
recommended by a physician or other
|icensed practitioner under State
law, for the maxi mum reduction of
physical or nental disability and
t he restoration of maxi mum
functional level. Specific services
i ncl ude the foll ow ng:

a. restoration and nmai nt enance of
daily living skills (groom ng,
per sonal hygi ene, cooki ng,
nutrition, health and nental
health education, nedication
managenent, noney nmanagenent
and mai ntenance of the living
envi ronnent) ;

b. soci al skills training in
appropriate use of conmunity
servi ces;

C. devel opnent of appropriate
per sonal support net wor ks,
t her apeutic recreational
services (which are focused on
t her apeutic i ntervention,

rat her than diversion); and

d. t el ephone moni toring and
counsel i ng servi ces.

The followng are specifically
excluded from Medicaid paynent for
psychosoci al rehabilitation
servi ces:
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a. vocati onal services,

b. prevocational services,

C. supported enpl oynment servi ces,
and

d. room and board.

O her service definition (Specify):

Cinic services (whether or not furnished in a
facility) are services defined in 42 CFR
440. 90.

Check one:

This service is furnished only on
the prem ses of a clinic.

Clinic services provided under this
wai ver may be furnished outside the

clinic facility. Services may be
furnished in the follow ng | ocations
(Specify):

ATTACHVENT B-1 Service Definition
Case Managenent/ Servi ce Coordi nation

The Departnment of Social Service's (DSS) Social Wrker, who acts on behal f
of the Medicaid Agency, will be the Adm nistrative Coordi nator. He/she nust
have a thorough know edge of all the other services avail able through this
wai ver, as well as all the services and supports avail able through the
regular State Medicaid program and from all other state and federal
f undi ng. Sources of informal support are often the crucial determ ning
factor if the waiver participant is to live a satisfying life, and remain
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in the community. The service coordinator’s ability to make use of these
informal supports is essential, and provides the greatest opportunity for
creativity. Therefore, the service coordinator and the social worker nust
wor k cl osely together.

Departnment of Social Service's Social Wrker
Responsibilities/Adnm ni strative Functi ons

The Departnent of Social Service' s Social Wrker will also be responsible
for:

conpleting an initial assessnment and devel opi ng the service plan;
formally review ng the Service Plan at | east every twel ve nonths;

mai ntai ning records for at |east three years;

assuring that the assessnment of need for a nursing facility |evel of
care will be initiated on the anniversary of the initial determnation;
initiating a re-evaluation of the level of care when the waiver
partici pant has experienced a significant inprovenent in his/her ability
to function independently in the community, and in the professiona
judgnment of the waiver service coordinator, may no |onger neet the
institutional |evel of care criteria.

o kbR

* All Waiver participants receive this service*

The key to individual choice and satisfaction is person-centered service
coordi nation. Programmatic service coordinator is a purchaseabl e servi ce.
Wai ver participants will receive this service only if they are unable to
co-ordinate their own plans or do not have famly or natural supports to
act in this role, under circunstances which may include one or nore of the
following: <crisis intervention and nonitoring; after-hours availability;
when the conservator, famly nmenber(s) or other natural supports are out-
of -state or are not available to fulfill this function; if assistance is
required to identify, |ocate and coordinate the hiring and scheduling of
mul tiple individual and/or private waiver service providers; when it is
clinically unsound for the conservator and/or famly or other natura
supports to provide such servi ce.

The service coordi nator:

e responds to the individual by helping the participant to
identify his or her unique w shes and needs;

e pronotes activities which will increase the individual’s
i ndependence and |ife satisfaction through participation in
meani ngful activities;

o assists in the inclusion of the individual in the
comuni ty of his/her choice;

e arranges for daily living supports and services to neet
the individual’s needs, including assistance in
accessing entitlenments and ot her fundi ng sources;
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e provides advocacy for participant to receive needed
services, not for ABI population as a whol e;

o convenes crisis intervention service planning and
nonitors when appropri ate.

Thr oughout his/her involvenent with the waiver participant, the

service coordinator wll support and encourage the waiver
participant to increase his/her ability to problem solve, be in
control of life situations, and be as independent as possible.

This is balanced by the need to assure the waiver participant’s
health, safety, well-being and inclusion in the comunity. The
wai ver participant nmust be included in the decision-naking process
| eading to the plan of care devel opnent. The DSS social worker

acting as admnistrative coordinator, wll conplete an initial

assessnent, evaluate the level of care and, wth the waiver
partici pant, develop the service plan. |If service coordination is
identified in the plan as a needed service, the service coordi nator
will oversee the plan inplenentation. Individuals for whom service
coordination is not a needed service will have famly, natura

supports or thenselves to oversee plan inplenentation. The DSS
social worker will not act as progranmatic service coordi nator.

Fol | owi ng the approval of the Service Plan, the service coordi nator
wi || assist the waiver participant with inplenentation of the plan.
The inpl enentati on of each Service Plan will be unique; roles and
responsibilities will be determned based on the needs and
abilities of the waiver participant. The service coordinator is
responsi ble for assuring that there is adequate coordination,
appropriate comuni cation, and nmaxi mum cooperation between all
sources of support and services for the waiver participant. The
ultimate responsibility for assuring that the Service Plan is
appropriately inplenented rests with the Departnent of Social
Service’s Social Worker

The waiver participant and service coordinator will consistently
review the effectiveness of the plan, focusing on the waiver
participant’s satisfaction as the primary neasure of quality. The
revision of the Service Plan may occur when the waiver participant
requests a change in provider or services received, the expected
outconmes are not realized, there is a change in the waiver
participant’s capabilities, or there is a <change in the
avai lability of supports and service.
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APPENDIX B-2: PROVIDER QUALIFICATIONS

A. LI CENSURE AND CERTI FI CATI ON CHART

The foll owi ng chart
each service under

addr essed under

t he waiver.
Adm ni strati ve Code are

Li censur e,
referenced by citation.
uniform State citation are attached.

i ndi cates the requirenents for the provision of
Regul ation and State
St andar ds not

SERVI CE PROVI DER LI CENSE CERTI FI CATI ON OTHER STANDARD
TYPE
Case Agency Comm ssi on on Enpl oy |icensed Soc
Managenent Provi der Accreditation of |Certified Rehabilit
Rehabilitative and/or Certified Ca
Facilities
(CARF) OR The agency enpl oyee
case- nanagenent ser
Master’s Degree in
Rehabilitation or S
year’s experience p
coordi nation to per
disabilities and kn
community resources
Degree and two year
Rehabi | i t at Joi nt Conmi ssi on
i on on Accreditation
Hospi t al of Health
Qut pat i ent Or gani zat i ons
Depart nent ( JCAHO
Soci al State of CT One year’ s experien
Wor ker Depart nent service coordinatio
of Health di sabilities and kn
Servi ces comunity resources
CGS Chap.
383b,
8§20-195m
SERVI CE PROVI DER LI CENSE CERTI FI CATI ON OTHER STANDARD
TYPE
Case
Managenent
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(conti nued)
Certified Comm ssi on on Sanme as above
Rehabi | i t at Rehabilitation
ion Counsel or
Counsel or Certification
Certified Commi ssi on for Sanme as above
Case Case Manager
Manager Certification
I ndi vi dual Person with a Maste
Provi der Psychol ogy, Rehabi
Wrk and one year’s
provi di ng service c
persons wth disabi
know edge of conmun
person with a Bache
two years of the ab
SERVI CE PROVI DER | LI CENSE | CERTI FI CATI ON OTHER STANDARD
TYPE
Honenaker | Home Care Regul ati ons of CI State Age
Agency 17-134-165
Honenaker services provider
or regulated. Services sha
by any person who is a rel a
participant, is the partic
or is a nenber of the conse
A honenaker service provide
e Be at |east 18 years of ¢
e Be able to follow wittet
instructions given by the
Homremaker consuner’ s desi gnee
(continue
d) e Have the ability or skill
nmeet the consuner’s n
delineated in the ser
e Be able to function as a
i nterdisciplinary team
e Denonstrate the ability t
cognhi tive behavioral int
I ndi vi dua Sanme requirenents as above
I

STATE: CONNECTICUT

39

DATE: NOVEMBER 20, 2002



Pr ovi der

SERVI CE

PROVI DER
TYPE

LI CENSE

CERTI FI CATI ON

OTHER STANDARD

Per sona
Care
Assi st anc
e

| ndi vi dua
I
Pr ovi der

The person providi ng person
nmust :

Be at |east 18 years of :

Not be the spouse or pat
consuner is under age 21)
t he consumer’s conservat ¢
the conservator’s famly

Be able to follow wittet
I nstructions given by the
consuner’ s desi gnee

Have the ability or skill
neet the consuner’s need:s
t he service plan

Verify conpletion of tr:
acquired brain injury, re
St at e agency, a broker a
provider, the Brain |njul
CT or an I ndependent Livi
Receive instruction/trait
consuner or his/her desiq
personal care services de
service plan

Be able to function as a
i nterdisciplinary team
denonstrate the ability t
cogni tive behavioral int¢

be able to handl e energel

SERVI CE

PROVI DER
TYPE

LI CENSE

CERTI FI CATI ON

OTHER STANDARD

Respite

Agency
Provi der

Conmm ssi on on
Accreditation

of
Rehabilitation
Facilities
(CARF) -
Communi ty
Support

Servi ces OR

Enpl oy staff who:

are at |east 18 years of
denonstrate the ability f
and healthy |iving envir
conpl ete training conceri
injury, given by a State
agency, the Brain Injury
Conn. or an |Independent |
denonstrate know edge of
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e denonstrate know edge of
and ot her emergency sit u:
e denonstrate ability to it
and behavioral interventi
e denonstrate ability to fi
of an interdisciplinary f

I ndi vi dua The person providing respit
I neet the sane requirenents
Provi der above
SERVI CE PROVI DER | LI CENSE | CERTI FI CATI ON OTHER STANDARD
TYPE
Pre- Agency Conm on Meets the requirements of C
Vocat i ona | Provi der Accreditation. 10-102-9
I O
Servi ces Rehabilitation
Facilities
(CARF) -
Enpl oynent
Servi ces
OR
SERVI CE PROVI DER | LI CENSE | CERTI FI CATI ON OTHER STANDARD
TYPE
Supported | Agency Commi ssi on on Meets the requirenents of C
Enpl oynen | Provi der Accreditation 14(a) (13)
t of
Rehabilitation
Facilities
(CARF) —
Enpl oynent
Servi ces OR
SERVI CE PROVI DER | LI CENSE | CERTI FI CATI ON OTHER STANDARD
TYPE
Envi r on- Private e State Building Code
mental | Contracto e OGS §10-102-17 and §10- 1
Accessi bi |r or

I i+

Honme | norovenent Redi str:
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STATE: CONNECTICUT
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lity Busi ness Depart nent of Consuner P
Adaptatio
ns
SERVI CE PROVI DER | LI CENSE | CERTI FI CATI ON OTHER STANDARD
TYPE
Transporta | Private Depart ment of Social Servic
tion Transpor - Medi cai d Transportation Pro
tation
Servi ce
:nd|V|dua e Valid Connecticut driver’
Provi der * Proof of |
SERVI CE PROVI DER | LI CENSE | CERTI FI CATI ON OTHER STANDARD
TYPE
Specializ |Private Meets the requirenents of ¢
ed Vendor s Regul ati ons,
Medi cal Who Sel | Section 10-102-3(e)(8)
Equi prrent | Medi cal ,
and Communi ca Departnent of Adm nistrati
Supplies |-tion or of Purchases/ Purchasi ng Mal
Assi stive Direct Purchase Activity N
Devi ces (CGS 4a-50 and 4a-52)
and
Suppl i es,
and/ or
DVE
Pharnmaci e | State of
S CT Dept.
of
Consuner
Protecti
on
Phar macy
Practice
Act :
Regul at i
ons
Concer ni
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ng

Practice
of
Phar macy
Section
20-175-
4-6-7
SERVI CE PROVI DER | LI CENSE | CERTI FI CATI ON OTHER STANDARD
TYPE
Chore Hone Care Regul ations of CI. State A
Services | Agencies 17-134- 165
Chore service providers ar«
regul ated. Services shal
any person who is a relati
participant, is the partic
conservator, or is a nenbel
Chore conservator’s famly.
(continue
d) A chore service provider sl
e be at |east 18 years of
heal t h
e have the ability to read
I nstructions
e be able to report change
condition or needs to th
t he access agency
e maintain confidentiality
e conplete required recor
enpl oyer of contractor o
I ndi vi dua Sane as above
I
Provi ders
SERVI CE PROVI DER | LI CENSE | CERTI FI CATI ON OTHER STANDARD
TYPE
Per sonal Private Regul ations of CT. State A
Enmer gency | Vendors 17-134- 165
Response |Wo Sel
Syst ens and Provi ders shal |
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| nstall

e provide trained energenc

Appropria a 24-hour basis
te e have quality control of
Equi pnent . . .
e provide service recipien
training
e assure emergency power f
ot her safety features
e conduct a nonthly test o
assure proper operation
e recruit and train conmun
responders in service pr
e provide an electronic ne
response systemto emerg
psychi atric services, po
support systens
SERVI CE PROVI DER | LI CENSE CERTI FI CATI ON OTHER STANDARD
TYPE
Conpani on | Hone Care Regul ati ons of CI State Ag
Servi ces | Agencies 17-134- 165
Conpani on servi ce provi der:
or regul ated. Services shi
by a person who is a relati
participant, is the partic
or is a nenber of the con:
A conpani on service provi de
e be at |east 18 years of
e be of good health
e have ability to read, w
i nstructions
e be able to report change
condition or needs to th
t he access agency
e naintain confidentiality
e conplete required recor
enpl oyer of contractor o
e have conpleted training
concerni ng acquired brai
per son- cent ered pl anni ng
agency, broker agency, c
Brain Injury Associati on
| ndependent Living Cente
I ndi vi dua Sane as above
I
Provi ders
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SERVI CE PROVI DER LI CENSE CERTI FI CATI ON OTHER STANDARD
TYPE
Communi ty | Agency Comm ssi on on Rehab. Act 29 USC Secti or
Li vi ng Provi der Accreditation Sect. 721 (a)(6)(B)
Support of
Servi ces Rehabilitative |Residence nust neet all r
Facilities State Building Code, fire
( CARF) , safety and construction s
Comuni ty
Support Enpl oy staff who:
Services OR e are at |least 18 years
e denonstrate the abilit
safe and healthy livin
e conplete training conc
brain injury given by
br oker agency, communi
| njury Associ ation of
| ndependent Living Cen
e denonstrate know edge
e denonstrate know edge
and ot her emergency si
e denonstrate ability to
cognitive and behavi or
e denonstrate ability to
menber of an interdisc
Rehabi | it JCAHQO CARF Resi dence nmust neet all ¢
ation application on |Connecticut State Buildir
Hospital s file for prevention, safety and cc

certification
in conmunity
support

servi ce and/ or
brain injury
comunity

i nt egrated
servi ces AND

st andar ds
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SERVI CE PROVI DER LI CENSE CERTI FI CATI ON OTHER STANDARD
TYPE
Hone- Private Pursuant to the Regul atic
Del i vered | Agencies St at e Agenci es, Section ]
Meal s provi der nust provide nee
m ni mum of one-third of t
recommended dietary all ov
requi renents established
Nutrition Board of the Ne
Sci ences — National Resee
SERVI CE PROVI DER LI CENSE CERTI FI CATI ON OTHER STANDARD
TYPE
| ndepende | Agency CARF Enpl oy staff who:
nt Living |Providers certification e are at |least 18 years
Skills n Brain e have a nmininumof a Ba
Tr ai ni ng | nj ury and/ or one year’'s experience
and Gonmmuni ty to individuals with di
Devel opre Support OR comuni ty or conpl et ed
nt program(s) concerning
i njury and person-cent
gi ven by state agency,
comunity provider, Br
Associ ation of CT or a
Living Center; or
e have a high school dip
experience providing s
i ndividuals with disab
comunity or conpl eted
program(s) concerning
i njury and person-cent
gi ven by state agency,
comunity provider, Br
Associ ation of CT or a
Li ving Center
e denonstrate ability to
menber of an interdisc
e denonst
i mpl enme
cogniti:
interve
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SERVI CE

PROVI DER
TYPE

LI CENSE

CERTI FI CATI ON

OTHER STANDARD

| ndepende
nt Living
Skills

Tr ai ni ng
and

Devel opne
nt
(continue
d)

Rehabi | i t
ation
Hospi t al
Qut pati en
t

Depart nen
t

JCAHO

| ndi vi dua
I
Pr ovi der

at least 18 years of a

have a m nimum of a Ba
one year’s experience
to individuals with di
community or conpl eted
progran(s) concerning
i njury and person-cent
gi ven by state agency,
community provider, Br
Association of CT or a
Living Center; or

have a high school dip
experience providing s
i ndi vidual s with disab
comunity or conpl eted
programn(s) concerning
injury and person-cent
gi ven by state agency,
conmuni ty provider, Br
Association of CT or a
Li ving Center
denonstrate ability to
menber of an interdisc

denonstrate ability to
cogni tive/ behavioral i
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SERVI CE PROVI DER LI CENSE CERTI FI CATI ON OTHER STANDARD
TYPE
Cogni tive | Agency CARF Enpl oy neur opsychol ogi st s
Behavi ora | Providers certification psychol ogi sts, psychol og
I in Brain t herapi sts, speech theray
Pr ogr ans Injury OR t herapi sts who neet the ¢
bel ow *
Rehabi i t JCAHO *
ation
Hospi t al
Qut pati en
t
Depart nen
t
Neur o- State of Post -doctoral study or cl
Psychol og |CT. Dept. i n neuropsychol ogy *
| st of Health
Svcs.
Chap.
383B,
Secti on
20-188-1
AND
Educat i on Certified in Ph.D. in Education with c
al Speci al cognitive strategy develc
Psychol og Educati on AND remedi ati on and/ or post-c
i st in providing such
Services *
* Al providers nust denonstrate ability to work in a community

setting and facilitate an interdisciplinary team

STATE: CONNECTICUT

48 DATE: NOVEMBER 20, 2002



SERVI CE PROVI DER LI CENSE CERTI FI CATI ON OTHER STANDARD
TYPE
Cognitive |Psycholog |State of CT At | east three year’s ex
Behaviora |ists Dept. of cogni tive/ behavi oral pro
I Heal t h with brain injury, deliv
Pr ogr ans Servi ces settings *
(continue Chap. 383B,
d) Sec. 20-
188-1 AND
Qccupatio |State of CT At | east three year’s ex
nal Dept. of cogni tive/ behavi oral pro
Therapi st |Health with brain injury, deliv
Servi ces settings *
Chap. 376,
Sec. 20-
74i -1 AND
Speech State of CT At | east three year’s ex
Ther api st | Dept. of cogni tive/ behavi oral pro
Heal t h with brain injury, deliv
Servi ces, settings *
Chap. 399,
Section 20-
408 AND
Physi cal State of CT At | east three year’s ex
Ther api st | Dept. of cogni tive/ behavioral pro
Heal t h with brain injury, deliv
Servi ces settings *
Chap. 376,
Section 20-
66 AND
*All providers nust denonstrate ability to work in community
setting and to facilitate an interdisciplinary team
SERVI CE PROVI DER LI CENSE CERTI FI CATI ON | OTHER STANDARD
TYPE
Subst ance | Agency CARF Enmpl oy staff wth at |ea
Abuse Provi der certification experience in providing
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Pr ogr ans in Brain i ndi vidual s with substan
[ njury AND OR
Enpl oy certified al cohol
counsel ors or psychol ogi
st andards bel ow
Rehabi | it JCAHO AND Staff with at | east one
ation in providing services to
Hospi t al brain injury and substa
Substance |State of CT |JCAHO (if Conpl ete training concer
Abuse Heal t h public injury given by state ag
Di agnost i Servi ces facility) AND |agency, conmunity provid
c and (if private Associ ation of CT or an
Treatnment |[facility) Cent er
Centers AND
Psycholog |State of CT e At |least one year’'s e
I sts Dept. of assessment and treat n
Heal t h with brain injury and
gﬁrv' Ceo e Ability to develop lir
Segp'zo- ’ communi ty support pr o
interdisciplinary teal
SERVI CE PROVI DER LI CENSE CERTI FI CATI ON OTHER STANDARD
TYPE
Subst ance | Counsel or Certified At [ east one year' s expe
Abuse S Al cohol and assessnent and treat nment
Pr ogr ans Drug Counselor |with brain injury and su
(continue
d) Ability to devel op Iinka
support prograns
Ability to work as a nen
interdisciplinary team
SERVI CE PROVI DER LI CENSE CERTI FI CATI ON OTHER STANDARD
TYPE
Transitio | Agency State of CT | CARF Resi dence mnust neet all
nal Provi der Dept . of [certification State Building Code, fir
Li vi ng Heal t h in Brain safety and construction
Servi ces Servi ces I njury AND
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Rehabi l it State of CT|JCAHO AND Resi dence nust neet al

ation Dept . of State Building Code, fir
Hospi t al Heal t h saf ety and construction
Servi ces
SERVI CE PROVI DER LI CENSE CERTI FI CATI ON | OTHER STANDARD
TYPE
Vehi cl e Private Meets the requirenments o
Modi ficat |Contracto CGS 10-102-18(j) and has
i on r or Mot or Vehicles Dealer’s
Busi ness

B. ASSURANCE THAT REQUI REMENTS ARE MET

The State assures that the standards of any State |icensure or
certification requirenents are net for services or for individuals
furni shing services provided under the waiver

C. PROVI DER REQUI REMENTS APPLI CABLE TO EACH SERVI CE

For each service for which standards other than, or in addition to State
licensure or certification nust be net by providers, the applicable
educational, professional, or other standards for service provision or
for service providers are attached to this Appendi x, tabbed and | abel ed
with the nane of the service(s) to which they apply.

When the qualifications of providers are set forth in State or Federal
law or regulation, it is not necessary to provide copies of the
appl i cabl e docunents. However, the documents nust be on file with the
State Medi caid agency, and the |licensure and certification chart at the
head of this Appendi x nmust contain the precise citation indicating where
t he standards may be found.

D. FREEDOM OF CHO CE

The State assures that each individual found eligible for the
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wai ver will be given free choice of all qualified providers of each
service included in his or her witten plan of care.

APPENDI X B- 3

KEYS AMENDMENT STANDARDS FOR BOARD AND CARE FACI LI TI ES

KEYS AMENDMENT ASSURANCE

The State assures that all facilities covered by section
1616(e) of the Social Security Act, in which honme and

comuni ty-based services will be provided are in conpliance
with applicable State standards that neet the requirenments of
45 CFR Part 1397 for board and care facilities.

APPLI CABI LI TY OF KEYS AMENDMENT STANDARDS

Check one:

Home and comuni ty-base services will not be provided in
facilities covered by section 1616(e) of the Soci al
Security Act. Therefore, no standards are provided.

X A copy of the standards applicable to each type
of facility identified above is maintained by the
Medi cai d agency.
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APPENDIX C-Eligibility and Post-Eligibility

Appendix C-1--Eligibility
MEDICAID ELIGIBILITY GROUPS SERVED

Individuals receiving services under this waiver are eligible under the following eligibility group(s)
in your State plan. The State will apply all applicable FFP limits under the plan. (Check all that

apply.)

1. Low income families with children as described in section 1931 of the Social
Security Act.
2. SSI recipients (SSI Criteria States and 1634 States).

3. x  Aged, blind or disabled in 209(b) States who are eligible under § 435.121 (aged, blind or
disabled who meet requirements that are more restrictive than those of the SSI program).

4. x _ Optional State supplement recipients
5. Optional categorically needy aged and disabled who have income at (Check one):
a. 100% of the Federal poverty level (FPL)
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b. % Percent of FPL which is lower than 100%.
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6. x  The special home and community-based waiver group under 42 CFR 435.217 (Individuals
who would be eligible for Medicaid if they were in an institution, who have been
determined to need home and community-based services in order to remain in the

community, and who are covered under the terms of this waiver).

Spousal impoverishment rules are used in determining eligibility for the special home and
community-based waiver group at 42 CFR 435.217.

X A.Yes ___B.No

Check one:

a. The waiver covers all individuals who would be eligible for Medicaid if they
were in a medical institution and who need home and community-based
services in order to remain in the community; or

b._ x Only the following groups of individuals who would be eligible for Medicaid

if they were in a medical institution and who need home and community-
based services in order to remain in the community are included in this
waiver: (check all that apply):
(1)_x__ A special income level equal to:
X 300% of the SSI Federal benefit (FBR)
% of FBR, which is lower than 300% (42 CFR 435.236)
$ which is lower than 300%

(2) x Aged, blind and disabled who meet requirements that are more
restrictive than those of the SSI program. (42 CFR 435.121)

(3)__ Medically needy without spenddown in States which also provide
Medicaid to recipients of SSI. (42 CFR 435.320, 435.322, and 435,324.)

(4)___ Medically needy without spenddown in 209(b) States.
(42 CFR 435.330)

(5)___ Aged and disabled who have income at:
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a.____ 100% of the FPL
b. % which is lower than 100%.

(6)___ Other (Include statutory reference only to reflect additional groups
included under the State plan.)

7. Medically needy (42 CFR 435.320, 435.322, 435.324 and 435.330)

8. Other (Include only statutory reference to reflect additional groups under your plan that
you wish to include under this waiver.)
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Appendix C-2--Post-Eligibility

GENERAL INSTRUCTIONS

ALL Home and Community-Based waiver recipients found eligible under 435.217 are subject to
post-eligibility calculations.

Eligibility and post-eligibility are two separate processes with two separate calculations. Eligibility
determines whether a person may be served on the waiver. Post-eligibility determines the amount (if
any) by which Medicaid reduces its payment for services furnished to a particular individual. By
doing so, post-eligibility determines the amount (if any) for which an individual is liable to pay for
the cost of waiver services.

An eligibility determination (and periodic redetermination) must be made for each person served on
the waiver.

Post-eligibility calculations are made ONLY for persons found eligible under §435.217.

Post-eligibility determinations must be made for all groups of individuals who would be eligible for
Medicaid if they were in a medical institution and need home and community-based services in
order to remain in the community (§435.217). For individuals whose eligibility is not determined
under the spousal rules (§1924 of the Social Security Act), the State must use the regular post-
eligibility rules at 435.726 and 435.735. However, for persons found eligible for Medicaid using the
spousal impoverishment rules, the State has two options concerning the application of post-
eligibility rules:

OPTION 1: The State may use the post-eligibility (PE) rules under 42 CFR §435.726 and
§435.735 just as it does for other individuals found eligible under §435.217 or;

OPTION 2: it may use the spousal post-eligibility rules under §1924.

REGULAR POST-ELIGIBILITY RULES--§435.726 and §435.735

o The State must provide an amount for the maintenance needs of the individual. This amount
must be based upon a reasonable assessment of the individual's needs in the community.

o Ifthe individual is living with his or her spouse, or if the individual is living in the community
and the spouse is living at home, the State must protect an additional amount for the spouse's
maintenance. This amount is limited by the highest appropriate income standard for cash
assistance, or the medically needy standard. The State may choose which standard to apply.

o If the individual's spouse is not living in the individual's home, no maintenance amount is
protected for that spouse's needs.
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o If other family members are living with the individual, an additional amount is protected for
their needs. This amount is limited by the AFDC need standard for a family of the same size or
by the appropriate medically needy standard for a family of the same size. The State may choose
which standard to apply.

SPOUSAL POST-ELIGIBILITY--§1924

When a person who is eligible as a member of a 42 CFR 435.217 group has a community spouse, the
State may treat the individual as if he or she is institutionalized and apply the post-eligibility rules of
§1924 of the Act (protection against spousal impoverishment) instead of the post-eligibility rules
under 42 CFR 435.726 and 435.735. The §1924 post-eligibility rules provide for a more generous
community spouse and family allowance than the rules under 42 CFR 435.726 and 435.735. Spousal
impoverishment post-eligibility rules can only be used if the State is using spousal impoverishment
eligibility rules.

The spousal protection rules also provide for protecting a personal needs allowance (PNA)
"described in §1902(q)(1)" for the needs of the institutionalized individual. This is an allowance
which is reasonable in amount for clothing and other personal needs of the individual . . . while in
an institution." For institutionalized individuals this amount could be as low as $30 per month.
Unlike institutionalized individuals whose room and board are covered by Medicaid, the personal
needs of the home and community-based services recipient must include a reasonable amount for
food and shelter as well as for clothing. The $30 PNA is not a sufficient amount for these needs
when the individual is living in the community.

Therefore, States which elect to treat home and community-based services waiver participants with
community spouses under the §1924 spousal impoverishment post-eligibility rules must use as the
personal needs allowance either the maintenance amount which the State has elected under 42 CFR
435,726 or 42 CFR 435.735, or an amount that the State can demonstrate is a reasonable amount to
cover the individual’s maintenance needs in the community.
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POST ELIGIBILITY

REGULAR POST ELIGIBILITY
1. SSI State. The State is using the post-eligibility rules at 42 CFR 435.726. Payment for
home and community-based waiver services are reduced by the amount remaining after

deduction the following amounts from the waiver recipients income.

A.  §435.726--States which do not use more restrictive eligibility requirements than
SSI.

a. Allowances for the needs of the
1. individual: ~ (Check one):

A.__ The following standard included under the State plan (check
one):

(1)___ SSI
(2)___ Medically needy

(3)_ The special income
level for the institutionalized

(4)___ The following percent of the Federal poverty
level): %

(5)___ Other (specify):

B.__ The following dollar amount:

$ %

* If this amount changes, this item will be revised.

C.__ The following formula is used to determine the needs
allowance:

Note: If the amount protected for waiver recipients in item 1. is equal to, or greater
than the maximum amount of income a waiver recipient may have and be eligible
under 42 CFR 435.217, enter NA in items 2. and 3. following.

2. spouse only (check one):
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A. SSI standard
B. Optional State supplement standard

C. Medically needy income standard

D.__ The following dollar amount:
$ *
* If this amount changes, this item will be
revised.
E.__ The following percentage of the following standard that is not
greater than the standards above: % of standard.
F.__ The amount is determined using the following formula:

G.___ Not applicable (N/A)
3. Family (check one):
A.  AFDC need standard

B._ Medically needy income standard

The amount specified below cannot exceed the higher of the need
standard for a family of the same size used to determine eligibility
under the State’s approved AFDC plan or the medically income
standard established under 435.811 for a family of the same size.

C.___ The following dollar amount:

$ *

*If this amount changes, this item will be revised.
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D._ The following percentage of the following standard that is not

greater than the standards above: %  of standard.
E._ The amount is determined using the following formula:
F. Other

G.___ Not applicable (N/A)

b. Medical and remedial care expenses specified in 42 CFR 435.726.
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POST-ELIGIBILITY

REGULAR POST ELIGIBILITY

1.(b)_x_209(b) State, a State that is using more restrictive eligibility requirements than SSI.
The State is using the post-eligibility rules at 42 435.735. Payment for home and community-based
waiver services are reduced by the amount remaining after deduction the following amounts from
the waiver recipients income.

B. 42 CFR 435.735--States using more restrictive requirements than SSI.

(a) Allowances for the needs of the
1. individual: ~ (check one):

A._x_The following standard included under the State plan (check
one):

(1)___ SSI
(2)___ Medically needy

(3)_ The special income
level for the institutionalized

(4)_x__ The following percentage of
the Federal poverty level:_ 200 %

(5)___ Other (specify):

B.__ The following dollar amount:
$ *

* If this amount changes, this item will be revised.

C.___ The following formula is used to determine the amount:
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Note: If the amount protected for waiver recipients in 1. is equal to, or greater than the maximum
amount of income a waiver recipient may have and be eligible under §435.217, enter NA in items 2.

and 3. following.

STATE: CONNECTICUT

spouse only (check one):

A.__ The following standard under 42 CFR 435.121:

B.__ The medically needy income
standard :

C.___ The following dollar amount:
$ s

* If this amount changes, this item will be
revised.

D. The following percentage of the following standard that is not
greater than the standards above: % of

E. The following formula is used to determine the amount:

F._x_ Not applicable (N/A)

family (check one):

A.  AFDC need standard

B._x_ Medically needy income
standard

The amount specified below cannot exceed the higher of the
need standard for a family of the same size used to determine
eligibility under the State’s approved AFDC plan or the
medically income standard established under 435.811 for a
family of the same size.

C. The following dollar amount:

— ‘
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STATE: CONNECTICUT

D

E._

F__

G___

* If this amount changes, this item will be
revised.

The following percentage of the following standard that is not
greater than the standards above: % of standard.

The following formula is used to determine the amount:

Other

Not applicable (N/A)

b. Medical and remedial care expenses specified in 42
CFR 435.735.
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POST ELIGIBILITY

SPOUSAL POST ELIGIBILITY

2._x  The State uses the post-eligibility rules of §1924(d) of the Act (spousal impoverishment
protection) to determine the individual's contribution toward the cost of home and
community-based care if it determines the individual's eligibility under §1924 of the Act.
There shall be deducted from the individual's monthly income a personal needs allowance
(as specified below), and a community spouse's allowance, a family allowance, and an
amount for incurred expenses for medical or remedial care, as specified in the State
Medicaid plan.

(A)  Allowance for personal needs of the individual:
(check one)

(a)___ SSI Standard
(b)___ Medically Needy Standard
(c)___ The special income level for the institutionalized

(d)_x_ The following percent of the Federal poverty level:
200 %

(e)___ The following dollar amount
$ sk

**If this amount changes, this item will be revised.

(f)___ The following formula is used to determine the needs
allowance:

(g)___ Other (specify):
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If this amount is different from the amount used for the individual’s
maintenance allowance under 42 CFR 435.726 or 42 CFR 435.735,
explain why you believe that this amount is reasonable to meet the
individual’s maintenance needs in the community.

APPENDI X D
ENTRANCE PROCEDURES AND REQUI REMENTS
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APPENDIX D-1

a. EVALUATI ON OF LEVEL OF CARE
The agency wll provide for an evaluation (and periodic
reeval uations) of the need for the level (s) of care indicated
in item 2 of this request, when there is a reasonable
i ndication that individuals m ght need such services in the

near future, but for the availability of home and comunity-
based servi ces.

b. QUALI FI CATI ONS OF | NDI VI DUALS PERFORM NG | NI TI AL EVALUATI ON
The educati onal / prof essi onal qualifications of persons
performng initial evaluations of level of care for waiver
participants are (Check all that apply):

Di scharge pl anni ng team
Physician (MD. or D. Q)

Regi stered Nurse, licensed in the State

Li censed Soci al Wor ker

Qualified Mental Retardation Professional, as
defined in 42 CFR 483.430(a)

X O her (Specify):
At a minimum the Departnent of Social Services’
Soci al Wor ker, in col I aboration with a
neuropsychologist who is famliar wth the
participant. Oher qualified individuals wll join

this interdisciplinary team as appropri ate.
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APPENDI X D- 2
a. REEVALUATI

ONS OF LEVEL OF CARE

Reeval uations of the |level of care required by the individua

will take

place (at a mninmum according to the follow ng

schedul e (Specify):

Every 3 nont hs
Every 6 nonths
Every 12 nonths
O her (Specify):

b. QUALI FI CATI ONS OF PERSONS PERFORM NG REEVALUATI ONS

Check one:

X The educational /professional qualifications of
person(s) perform ng reeval uations of |evel of care
are the sanme as those for persons performng
initial evaluations.

The educational /professional qualifications of
persons perform ng reevaluations of |evel of care
differ from those of persons performng initial
eval uations. The followi ng qualifications are net
for individuals performng reeval uations of |evel
of care (Specify):

Physician (MD. or D.Q)

Regi stered Nurse, licensed in the State

Li censed Soci al Worker

Qualified Mental Retardation Professional, as

defined in 42 CFR 483.430(a)

O her (Specify):
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PROCEDURES TO ENSURE TI MELY REEVALUATI ONS

The State will enploy the followi ng procedures to ensure
timely reevaluations of |evel of care (Check all that apply):

X "Tickler" file
Edits in conputer system

X Conponent part of case managenent*
O her (Specify):

*adm ni strative conponent perfornmed by Departnment
of Soci al Services Social Wrkers
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APPENDI X

D-3

a. MAI NTENANCE OF RECORDS

1

STATE:
20, 2002

Recor ds of

eval uati ons and reeval uati ons of |evel of care

will be maintained in the follow ng |ocation(s) (Check
all that apply):

By the Medicaid agency in its central office

By the Medicaid agency in district/local
of fices

By the agency designated in Appendix A as
having primary authority for the daily
operations of the waiver program

By the case managers

By the persons or agencies designated as
responsi bl e for the performance of eval uations
and reeval uati ons

By service providers

X O her (Specify):
By Departnment of Social Services’ Social
Worker at Regional Ofice
Witten docunent ati on of al | eval uati ons and
reevaluations will be nmaintained as described in this

Appendi x for a mninmum period of 3 years.

CONNECTI CUT

70 DATE: NOVEMBER



b. COPI ES OF FORVS AND CRI TERI A FOR EVALUATI ON ASSESSMENT

A copy of the witten assessnent instrunment(s) to be used in
t he eval uation and reeval uation of an individual's need for a
| evel of care indicated initem2 of this request is attached
to this Appendi x.

For persons diverted rather than deinstitutionalized, the
State's evaluation process nust provide for a nore detailed
description of their evaluation and screening procedures for
individuals to ensure that waiver services will be limted to
persons who would otherwise receive the level of care
specified in item2 of this request.

Check one:

X The process for evaluating and screening diverted
individuals is the sane as that used for
deinstitutionalized persons.

The process for evaluating and screening diverted
i ndi vi dual s differs from t hat used for
deinstitutionalized persons. Attached is a
description of the process used for evaluating and
screening diverted individuals.

ATTACHMENT D-3(a)
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W- STATE OF CONNECTICUT
(Rev. DEPARTMENT OF SOCIAL

lalad A\ WIVaN el

LEVEL OF CARE DETERMINATION: PCA AND ABI WAIVER PROGRAMS

Name of Applicant:

SECTION|1 To Be Completed for PCA and ABI

ADL' Requires Physical Assistance Requires Supervision/Cueing (ABI
Bathin L] O]
Dressi ] []
[ Plsomef ] L] L]
] WilgtiSpouse L With Ofhors (Norm-Relat -
]R&Ri Dependent O [ ] With Others (Non-Re at|Vﬁ)
Children
Tot
Not For PCA Waiver, 2 or more ADL's needing physical assistance required to meet
[ | Apartment [ 1 Boarding House Rented Room(s)
SEGTIQN M, Fo Be Completed For ABI WAIVER @Mid¢4pplicant must have an
ChéckAgprivddrusing Requre L Rooming House
[ ] Housing for Persons with :
o ADL's (dye t ical. r
O Gewgongs [ [ (Ao i AR eadia
[] Other - mmeien A ot
o Impaired Behavior (requiring daily
L] Category Il supervision) or Cueing
. Mentar Mness(pre
J and/or currently in ABI
) 2 ADL's (due to physical
[] Category Il deficits%( y
J Age of Dijry Bgfore 22
[] Category . 2 ADL's (due to p@sical and/Q o
. cognitive deficits)
(Chronic Disease e L1 ImpairedlBehavior
SECTION 1l To Be Completed for PCA and
Level of O [] ] ] Chronic
ATTACHMEN
DSS T D-3(b)
[] Refer to ABI Waiver Catego [] On OOm O
Program: o . ]
Number of ADL's Requiring Physical Assistance:
Commen
STATE: CONNECTI CUT 72 DATE: NOVEMBER
20, 2002
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W-953
(Rev. 9/96)

STATE OF CONNECTICUT
DEPARTMENT OF SOCIAL

ormuinNro

DSS ASSESSMENT FOR ADULT COMMUNITY BASED SERVICES, PCA OR ABI

DATE

SS#

MEDICAID #

FIRST NAME

M.

LAST NAME

LIVING

TYPE OF

How Satisfied Are You with Your Living

ENVIRONMENT I

With Relatives (Not Children)

If Institutionalized, Do You Want to Return to the

Are Architectural Barriers a

SOCIAL WORKER SHOULD CHECK TO INDICATE ANY EVIDENCE OF THE

[ ] Environmental Hazards

[ ] Need Repair

[ ] Lack of Cleanliness [ ] Pest
[ Living/Sleeping Area Inadequate Infestation
[] Kitchen/Bathroom Facilities [] Fire Hazards
Inadequate [ ] Other
Explain:
STATE: CONNECTI CUT 73 DATE: NOVENMBER
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I HEALTH I

How Is Your [] L] []

Current Health Problems: Specify Current Treatment, Where Treatment Is -

Recent History of Hospitalization/Institutionalization: (Include Dates, Location and
Known)

Past Health Problems: (/nclude Physical/Emotional

Do Your Health Problems Stand in the Way of Doing the Things You
[ ] Not at 1A [] Great

Are You Supposed to Have a Special Diet?

List Medications: Name, Dosage, Frequency (Include over the counter as well
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HEALTH -

If Applicant or Other Adult or Child in the Household Has Any of the Following
Diagnoses, Please Indicate.

NAME TREATMENT HISTORY

Acquired Brain Injury

Alcohol Abuse

Alzheimer's Disease

Amputation

Arthritis

Blindness

Cancer

CVA (Stroke)

Cerebral Palsy

Dementia

Developmental Disabilities

Diabetes (Sugar)

Drug Abuse

Hearing Impaired

Heart Disease

Hypertension

Kidney Failure

Lead Poisoning

Liver Disease

Lung Disease

Mental Health Condition

Mental Retardation

Multiple Sclerosis

Muscular Dystrophy

Neuromuscular

Paraplegia

Parkinson's Disease

Quadriplegia

Spinal Condition

Visual Impairment

Other

Other
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HEALTH -
Additional

| LIFE PLANNING ACTIVITIES |

COGNITI

Can Organize, Plan or Complete
[] Without Help

[ ] With Some Cues from Others

[ 1 Needs Help But Not Receivina
[ ] Who

SELF
[] Is Aware of Strengths and
Limitations

[ ] Needs Cueing to Be Aware
[ ] Who

CONCENTRATION/ATTEN

Pays Attention to Conversation or
[] Without Help

[ ] With Some Cues from Others

[ 1 Needs Help But Not Receivina
[ ] Who
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BEHAVIORAL ISSUES

“ EMOTIONAL AND

Have You Experienced Any Major Life Changes (Crises) in [ ves [ No
Identif

DO ARE YOU:

[ ] Feel Lonely [ ] Not Eating

[ ] Have Sleep [ ] Worried,

Problems Anxious

WORKER

[ ] Abusive or Assaultive [ ] Shaky, Trembling,

[_] Wandering Crying

[] Unsafe or Unhealthy Hygiene or
Habits

[] Appears Self Centered
[] Threats to Health or Safety

[ ] Inappropriate Social/Sexual
Behaviors

[1 Appears Anarv
Behavior

Comments/Clarificati

[ ] Depressed Affect
[] Appears Suspicious
[ ] Poor Judgement
[ ] Impaired Judgement

1 Stiicidal

COGNITIVE

<
m
[2]

Able to

Able to

Oriented to
Oriented to
Short-Term Memory
Distant Memory
Inappropriate

Able to Problem
Able to

Able to Recognize Cues or
Able to

ooooooooooog)|
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STATE:

|  communicaTioN I

Check Box for Any Member of Household, If

HEARING
[ ] Minimal
Loss

[ ] Moderate

VISION

[ ] Minimal
Loss

[ ] Moderate

EXPRESSIVE
[ ] Speaks and Is Usually Understood
[ ] Speaks But Is Understood Only with
Difficulty

Written

RECEPTIVE

[] Usually Understands Oral
Communication

Communicatio

SPECIFIC DEVICE

[ ] Total
Deafness

[l

SPECIFIC DEVICE

[ ] Total
Blindness

[l

[] Uses Only Gestures
[] Does Not Convey

[] Understands by Depending on Lip

Material or Sign
[ ] Understands Only Gestures,
Environmental

|  RISKINDICATORS I

RISK
[ ] Inadequate Supervision

[ ] Socially Isolated
[ 1 Unable to Summon

WORKER

EVIDENCE OF PHYSICAL
[] Poor Hygiene

[] Fleas, Lice

[] Skin Breakdown (Rashes,
Sores)

[ ] Inadequate Food, Weight
Loss

[ ] Malnutrition

CONNECT!1 CUT 78

FINANCIAL

[ ] Mismanagement of
Funds

[l

[ ] Inappropriate Dress
[ ] Fecal, Urine Odor
[ ] Untreated Medical
Condition

[ ] Alcohol Abuse
[]

DATE:

NOVEMBER 20, 2002



| FUNCTIONAL ASSESSMENT ||

Activities of Daily Living

Completely
Able

Able with
Help/Device

Completely
Unable

Who Assists?

Bathing

Dressing/Undressing

Eating

Toileting

Bladder Continence

Bowel Continence

Getting In/Out of Bed

Getting Around Inside

Stair Climbing

Wheeling

Grooming/Hygiene

Instrumental Activities
of Daily Living

Able with a
Little Help

Able with a
Lot of Help

Completely
Unable

Completely

Able Who Assists?

Meal Preparation

Light Housework

Laundry

Shopping

Taking Medicine

Getting Around Outside

Transportation

Money Management

Telephone Use

Care/Supervision of

Life Skills

Other - Please

Have You Ever Directed Someone to Provide You with Self Care?

Is Training Necessary for [ Yes [ No
Do You Use Prosthetic
[ ] Motorized Scooter [ ] Cane []
[] Motorized [] []
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FUNCTIONAL ASSESSMENT -

Commen

Is Person Capable of Directing [ Yes [ ] No

“ COMMUNITY BASED “
W-1035

(Rev._8/98) DEPARTMENT OF SOCIAL SERVICES
Please Th|nk of Your Relatives (besides those who live in this house/apartment) to

Whom You FeetGlaaa TYour Adulgren, fimihaosirfistarsoRRousroAsMbestaatives.
What Are Their NamgsvanshbhimfelatineaBEDtOEKOKES MEDICAID WAIVERS
NAM RELATIONS TELEPHO

Do You Have Any Friends or Neighbors Who Would Be Available If [1ves [ nNo
Identif

Who Is Your Main Supporter?
Is This Person's [ [ [

Describe Person's Back-Up Plan for Situations When Regular PCA's Are




FREEDOM OF CHOICE/HEARING NOTIFICATION

I , have been informed that | am eligible for care

provided through:
* long term care institutions
or
* Home and Community Based Services
| have I:l chosen I:l not chosen Home and Community Based Services.

| acknowledge the risk that is inherent in living in the community and | accept full liability for that risk.

Appeal Information

If you do not agree with the plan of services offered by the social worker, you have the right to appeal and request
a hearing within 60 days from the date of this notice. A request for a hearing must be made in writing and
addressed to:

State of Connecticut

Department of Social Services
Administrative Hearings and Appeals
25 Sigourney Street

Hartford, CT 06106-5033

| further understand that if | believe | have been treated unfairly because of age, race, color, religion, creed,
marital status, national origin, sex or physical disability, including but not limited to, blindness or mental
retardation, | have the right to appeal to the Commissioner of the Department of Social Services, the Commission
of Human Rights and Opportunities or the U.S. Department of Health and Human Services.

If you have further questions feel free to contact your social worker.

Consumer or Conservator Signature Date
Witness if Consumer Signs with an "X" Date
Typed or Printed Name of Witness Date
Department of Social Services Social Worker Date

THIS INFORMATION IS AVAILABLE IN ALTERNATE FORMATS. PHONE (800) 842-1508 OR TDD/TTY (800)
842-4524.
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ESTADO DE CONNECTICUT
DEPARTAMENTO DE SERVICIOS SOCIALES

DANO CEREBRAL ADQUIRIDO CONNECTICUT/AYUDA CON CUIDADO PERSONAL
RENUNCIAS DE MEDICAID DE SERVICIOS AL HOGAR Y CON BASE EN LA COMUNIDAD

LIBERTAD DE ESCOGER/NOTIFICACION DE AUDIENCIA

Yo, , he sido informado(a) que yo soy elegible
para cuidado provisto a través de:
* instituciones de cuidado para largo periodo
o

*

Servicios al Hogar y con Base en la Comunidad

Yo he I:l escogido I:l no escogido Servicios al Hogar y con Base en la Comunidad.
Reconozco el riesgo que es inherente en vivir en la comunidad y acepto la entera responsabilidad para el riesgo.

Informacion para Apelar

Si usted no esta de acuerdo con el plan de servicios ofrecido por el/la trabajador(a) social, usted tiene el derecho
de apelar y solicitar una audiencia dentro de 60 dias desde la fecha de este aviso. Una solicitud para una
audiencia debe ser hecha en escrito y dirigida a:

State of Connecticut

Department of Social Services
Administrative Hearings and Appeals
25 Sigourney Street

Hartford, CT 06106-5033

Yo entiendo ademas que si yo creo que he sido tratado(a) injustamente debido a edad, raza, color, religion,
credo, estado marital, origen nacional, sexo o incapacidad fisica, incluyendo pero no limitado a, ceguera o
retardacion mental, yo tengo el derecho a apelar al Comisionado del Departamento de Servicios Sociales, la
Comision de Derechos Humanos y Oportunidades o el Departamento de Salud y Servicios Humanos de los
Estados Unidos.

Si usted tiene mas preguntas sientase libre de comunicarse con su trabajador(a) social.

Firma del Consumidor(a) o Conservador Fecha
Testigo si Consumidor(a) Firma con una "X" Fecha
Nombre en letra de Molde o Estampado del Testigo Fecha
Trabajador(a) Social del Departamento de Servicios Sociales Fecha

ESTA INFORMACION ESTA DISPONIBLE EN DIFERENTES FORMAS. TELEFONO (800) 842-1508 O
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TDD/TTY (800) 842-4524.

ATTACHVENT D- 4( a)

ATTACHVENT D- 4( b)

At the time of the screening for eligibility to participate in this

wai ver, the social worker will informthe potential participant of
his or her option of receiving services in a long-term care
institution or through this waiver. The individual will also be
advised of his/her right to a Fair Hearing. This wll be
docunmented on the “FREEDOM OF CHO CE/ FAI R HEARI NG NOTI FI CATI ON’
formattached. This formw Il be nmaintained by the adm nistrative
coordinator in the participant’s case file. A list of those
i ndi vi dual s choosing institutional care will be maintained by the

ABlI Wi ver Coordi nator.
APPENDI X D-4

a. FREEDOM OF CHO CE AND FAI R HEARI NG

1. When an individual is determined to be likely to require
a level of care indicated initem2 of this request, the
i ndi vidual or his or her |legal representative will be:

a. informed of any feasible alternatives under the
wai ver; and

b. given the choice of either institutional or hone
and comruni ty-based servi ces.

2. The agency will provide an opportunity for a fair hearing
under 42 CFR Part 431, subpart E, to individuals who are
not given the choice of home or conmunity-based services
as an alternative to the institutional care indicated in
item2 of this request or who are denied the service(s)
of their choice, or the provider(s) of their choice.

3. The followi ng are attached to this Appendi x:
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STATE:

A copy of the forn(s) used to docunent freedom of
choice and to offer a fair hearing;

A description of the agency's procedure(s) for
informng eligible individuals (or their |[egal
representatives) of the feasible alternatives
avai | abl e under the waiver;

A description of the State's procedures for
all ow ng individuals to choose either institutiona
or hone and conmunity-based services; and

A description of how the individual (or |egal
representative) is offered the opportunity to
request a fair hearing under 42 CFR Part 431,
Subpart E.
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b. FREEDOM OF CHO CE DOCUMENTATI ON
Specify where copies of this formare naintained:

Fornms are mai ntained by the Departnent of Social Services in
the district/local offices.

APPENDI X E - PLAN OF CARE

APPENDIX E-1
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a. PLAN OF CARE DEVELOPMENT

1

STATE:

The following individuals are responsible for the
preparation of the plans of care:

Regi stered nurse, licensed to practice in the
State

Li censed practical or vocational nurse, acting
within the scope of practice under State |aw

Physician (MD. or D.O) licensed to practice
inthe State

X Soci al Worker (qualifications attached to this
Appendi x)

Case Manager

O her (specify):

Copies of witten plans of care will be maintained for a
m ni num period of 3 years. Specify each |ocation where
copies of the plans of care will be naintained.

At the Medicaid agency central office

At the Medicaid agency county/regional offices
By case mmnagers

By the agency specified in Appendix A

By consuners

X O her (specify):
Department of Social Services regional offices
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The plan of care is the fundanental tool by which the
State wll ensure the health and welfare of the
i ndividual s served under this waiver. As such, it will be
subject to periodic review and update. These reviews wll
take place to determ ne the appropriateness and adequacy
of the services, and to ensure that the services furnished
are consistent with the nature and severity of the
individual's disability. The m ni mrum schedul e under which
these reviews will occur is:

Every 3 nont hs
Every 6 nonths
X Every 12 nonths

O her (specify):

Attachment E-1 (a)
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Job Specifications Detail
Classified/Competitive
Class Code Pay PlanClass Title

7713 SH-24 SOCIAL WORKER - SOCIAL AND HUMAN SERVICES
PURPOSE OF CLASS:

In a state agency or institution this class is accountable for the provision of intensive supportive social case
work services to an assigned caseload of individuals and families.

SUPERVISION RECEIVED:
Works under the general supervision of a Social Work Supervisor or other employee of higher grade.

SUPERVISION EXERCISED:
May lead professional and clerical staff as assigned.

EXAMPLES OF DUTIES:

Performs a variety of highly skilled case work services; obtains medical, physical and social histories of clients
in order to provide maximum services to individual; confers with clients, relatives, professional  associates
and other social welfare agencies regarding case problems; provides counseling services to an assigned
caseload; provides services to aged and disabled clients in boarding or convalescent homes; conducts and
interprets results of investigations, professionally evaluating their significance; seeks employment, housing,
financial assistance and other services for an assigned caseload; independently prepares case histories,
forms and reports; performs related duties as required.

DEPARTMENT OF CHILDREN AND FAMILIES: Performs a variety of highly skilled case work services for
children and youth; maintains medical, physical, social and psychological histories; counsels families, children
and youth both individually and in groups; investigates, evaluates and makes recommendations for Juvenile
Court on all petitions alleging neglect or abuse of children; recruits and selects foster and adoptive homes for
placement of children; consults with psychologists, psychiatrists and other staff to develop and administer
treatment plans; consults with community groups to determine appropriate referrals and develop community
resources; may supervise volunteer workers in conjunction with department volunteer services programs;
performs related duties as required.

EXPERIENCE AND TRAINING:

Considerable knowledge of principles, techniques and methods of professional social work; considerable
knowledge of various economic, emotional, medical, psychological and social factors influencing attitudes
and behavior of individuals and families; knowledge of community resources available to individuals and
families; considerable interpersonal skills; considerable oral and written communication skills; considerable
ability to interpret and apply social work policies; considerable ability to prepare clear and concise reports and
case histories.

General Experience:

A Master's degree in social work or a closely related field or a Bachelor's degree in social work or a closely
related field and two (2) years of experience in the self directed use of case management techniques  and
counseling to sustain or restore client functioning or a Bachelor's degree and three (3) years of experience in
the self directed use of case management techniques and counseling to sustain or restore client functioning.

Substitution Allowed:

For state employees successful completion of the Social Worker Trainee program may be substituted for the
General Experience.

SPECIAL REQUIREMENTS:
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1. Incumbents in this class may be required to speak a foreign language.
2. Incumbents in this class may be required to travel.

NOTES:

1. Closely related fields are: applied sociology, child development, child welfare, clinical psychology,

counseling, human |:| |:| De- development and  family
[ Nursing Ny Divert Institutionalized [] Chronic Disease

relations, human service, marriage and family therapy, nursing social
and/or human services.

2. DEPARTMENT OF CHILDREN AND FAMILIES: A degree in a closely related field is required. Any

candidate lacking a degree in a closely related field

will require approval of
credentials by the Department of Children and

Families Court
Monitor. D of D of

3. DEPARTMENT OF CHILDREN AND FAMILIES, BUREAU OF JUVENILE JUSTICE: A degree in criminal
justice will be accepted as a closely related field.

4. Qualifying experience at this level includes the use of professional interviewing techniques, provision of
skilled counseling to an assigned client caseload and assessment of basic client needs (nutritional,
environmental, financial, medical, protective service) through continuing personal observation during home

visits.

This replaces the existing specification for the same class in Salary Group SH 23 approved effective March 8,
2002. (Revised to implement evaluation)
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W- STATE OF CONNECTICUT
(Rev. DEPARTMENT OF SOCIAL

CONNECTICUT ACQUIRED BRAIN INJURY
HOME AND COMMUNITY BASED SERVICES

SERVICE PLAN

|l. General Information

Name Current

Date of Residence upon Waiver Age of
Phone # Social Security Phone # Medicaid
( ) ( )

Conservator (if DSS Social

Nam Nam

Phon R. Phon ()

Il. Individual's Preferences and Plans for Living Situation, Meaningful Daily Activities
and Social Activities

Living

Meaningful Daily
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Participant Name

Il. Individual's Preferences and Plans for Living Situation, Meaningful Daily Activities
and Social Activities (Continued)

Social

lll. Current Profile of the Individual's Abilities and Supports
Activities of Daily Living (e.g., dressing,

Instrumental Activities of Daily Living (e.g., banking,

Mobilit

Behavioral
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Participant Name

lll. Current Profile of the Individual's Abilities and Supports

Cognitive

Unique Strengths or

Unique Weaknesses or

Natural Support System (may be current or anticipated prior to
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Participant Name

lll. Current Profile of the Individual's Abilities and Supports

7~

-Community

IV. Relevant Pre-Injury Information (Education, Employment, Family and

~

V. Relevant Injury Related and Post-injury Information

VI. Assistance Provided through Natural Supports When Service Plan Is Implemented
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Participant Name

VII. SERVICE PLAN RATIONALE

Please list each of the proposed services, followed by the team's reason for selecting
the service, the goal(s) expected to be achieved and time frame.

SERVICE TYPE:

Rational

Goal:

Time Frame:

SERVICE TYPE:

Rationale

Goal:

Time Frame:

SERVICE TYPE:

Rationale

Goal:

Time Frame:

SERVICE TYPE:

Rationale

Goal:

Time Frame:

SERVICE TYPE:

Rationale

Goal:

Time Frame:

SERVICE TYPE:

Rational

Goal:

Time Frame:
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Participant

SERVICE PLAN RATIONALE

SERVICE TYPE:
Rational

Goal:
Time Frame:

SERVICE TYPE:
Rational

Goal:
Time Frame:

* k k k kk k hkk hkkhk ok khkk hkkhkkhkk Kk khk hkkhkkhkk Kk khk Kk Kk khkk Kk Kk Kk khk Khkkh*k Kk Kk kh*k Kk k%

INSTRUCTIONS FOR COMPLETING SERVICE COSTS

Part A. ABI Waiver Services Costs

Service Enter the procedure code for each service from the Provider Manual or
ABI Rate

Name of Enter the name of each service
selected.

Name of L .

# of Number of months service will be provided (if one-time service, e.g.,
vehicle

Provider Indicate provider type: A = agency, P = private

# of Units per List Elumber of units per month (use units on Rate Schedule, monthly total =
weekly

Unit List unit rate (use Rate Schedule or negotiated rate,

Monthl whichever is less). .

Yearl y Indicate monthly total for service. (monthly total = weekly

y total x 4.33)
Tota

N 0 g . W V€t AL _4_ 1 .. AN\

Part B. Service Plan Expenditures By Month For 12 Month Period

This chart is to let the fiduciary agent know when a change is planned.

a. Start with the first month that plan is to be implemented. Indicate total monthly cost of all services to
be funded.

c. If there is a change in plan for any subsequent month,

d. If there is a one-time service planned (e.g., vehicle modification), add costs to

Part C. Non-Waiver Services/Costs

This block is to be used to list the countable non-waiver services and their
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Participant

VIIl. Services Provided through Waiver Funding --Please describe the ABI services requested and

complete  thedelwing chart. #of Units | Unit | Monthly Yearly
Service PART A._ABLWAIVER SER¢MpEh | Rate Total Total
Service Name of Name of Provider # of Provider | # of Units Unit Monthly Yearly
Code Service Months Type per Month Rate Total Total
TOTAL
PART B. MONTHLY SERVICE PLAN COSTS FOR THIS 12
Mo. Mo. Mo. Mo. Mo. Mo. Mo. Mo. Mo. Mo. Mo. Mo.

PART C. NON-WAIVER

Home Health Care

Nursing Services

Physical Therapy

Speech Therapy

Occupational Therapy

Other State
Funded/Administered*

Other State
Funded/Administered*

TOTAL

*Other involves services (essential services, BRS or other non-Medicaid) provided by the
Department other than those
provided by the waiver, and all services provided by programs administered by any other state

D. PROJECTED TOTAL COST OF WAIVER
E. PROJECTED TOTAL COST OF NON-WAIVER
F PROJECTED TOTAL COST OF

STATE:
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Participant

G. PARTICIPANT'S APPLIED

| understarll1d that because my income is more than 200% of the federal poverty level (FPL), |
must pay this
excess almount monthly toward the cost of my ABI Waiver Services. This is called my applied

...... VERSI ON 06- 95
Total Monthly Gross $

Minus 200% of $
MONTHLY APPLIED INCOME

| will pay this amount

IX. Signatures
Part A. RO Original

Waiver Participant Date
Conservator/Representative Date
DSS Social Worker Date
Supervis

Part B. CO Approval of Original
[] This plan of care is approved as written.

"1 This plan of care needs to be revised before it can be

Specific areas of

Waiver

elobRRIREE Date
Part C. RO Revision of [ Original [] Active

DSS Social Date
Supervisor Date
Part D. CO Approval of Revised

[J This plan of care is approved as written. APPENDI X E- 2
"1 This plan of care needs to be revised before it can be

Specific areas of
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VERSI ON 06- 95

a. MEDI CAI D AGENCY APPROVAL

The following is a description of the process by which the plan
of care is nmade subject to the approval of the Medicaid agency:

Exi sting Department of Social Services’ (DSS)social work staff
are designated in each of the Departnent’s five regions to
work with individuals with ABI who are determned to be
eligible for the waiver. Plans of care will be |located at the
regional offices of the Departnment of Social Services and will
be avail able upon request to the Medicaid unit. Since the
Department of Social Services’ social workers are in the sanme
agency as the Medicaid unit, review and approval of the plans
of care will be delegated to regional supervisory staff.
Shoul d problens arise, the waiver coordinator and Medicaid
l[iaison retain the authority to make the final decision
regardi ng plans of care.

b. STATUTORY REQUI REMENTS AND COPY OF PLAN OF CARE

1. The plan of care will contain, at a minimum, the type of services to be furnished, the
amount, the frequency and duration of each service, and the type of provider to furnish each service.

2. A copy of the plan of care formto be utilized in
this waiver is attached to this Appendi x.

ATTACHMVENT E- 2

APPENDI X F - AUDI T TRAIL
STATE:  CONNECTI CUT 98 NOVEMBER 20, 2002



VERSI ON 06- 95

a. DESCRI PTI ON OF PROCESS

STATE:

As required by sections 1905(a) and 1902(a)(32) of the
Social Security Act, paynents wll be nmade by the
Medi cai d agency directly to the providers of waiver and
State plan services.

As required by section 1902(a)(27) of the Social Security
Act, there wll be a provider agreenent between the
medi cai d agency and each provider of services under the
wai ver .

Met hod of paynents (check one):

X Payments for all waiver and other State plan
services will be nade through an approved
Medi cai d Managenent Information System (MM YS).

Paynments for sone, but not all, waiver and
State plan services wll be made through an
approved MMS. A description of the process
by which the State will mintain an audit
trail for all State and Federal funds
expended, and under which paynents wll be
made to providers is attached to this

Appendi X.

Paynment for waiver services will not be nade
t hrough an approved MM S. A description of
the process by which paynents are made is
attached to this Appendix, with a description
of the process by which the State wll
maintain an audit trail for all State and
Federal funds expended.

O her (Describe in detail):
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b.

2.

STATE:

VERSI ON 06- 95

Bl LLI NG AND PROCESS AND RECORDS RETENTI ON

Attached is a description of the billing process. This
includes a description of the nechanism in place to
assure that all clains for paynment of waiver services are
made only:

a. Wien the individual was eligible for Medicaid
wai ver paynent on the date of service;

b. When the service was included in the approved plan
of care;

C. In the case of supported enploynent, prevocational

or educational services included as part of
habilitation services, when the individual was
eligible to receive the services and the services
were not available to the individual through a
program funded under section 602(16) or (17) of the
I ndi viduals with Disabilities Education Act (P.L.
94-142) or section 110 of the Rehabilitation Act of
1973.

X Yes

No. These services are not included in
this waiver.

The followng is a description of all records maintained

in connection with an audit trail. Check one:
X Al clainms are processed through an approved
MM S
MMS is not used to process all clains.
Attached is a description of records

mai ntained with an indication of where they
are to be found.

Records docunenting the audit trail wll be maintained by
t he Medi caid agency, the agency specified in Appendix A
(if applicable), and providers of waiver services for a
m ni mum period of 3 years.
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VERSI ON 06- 95

C. PAYMENT ARRANGEMENTS

1. Check all that apply:
The Medi caid agency will make paynents directly to
provi ders of waiver services.

X The Medi caid agency will pay providers through the
sanme fiscal agent used in the rest of the Medicaid
program

X The Medi caid agency will pay providers through the
use of alimted fiscal agent who functions only to
pay wai ver clains.

Providers may voluntarily reassign their right to
direct paynents to the followng governmenta
agenci es (specify):

Provi ders who choose not to voluntarily reassign
their right to direct paynents will not be required
to do so. Direct paynents will be nade using the
fol | owi ng net hod:

2. | nt eragency agreenent(s) reflecting the above arrangenents

are on file at the Medicaid agency.

STATE:  CONNECTI CUT 101 NOVEMBER 20, 2002



ABI RATE SCHEDULE

Waiver Services

VERSI ON 06- 95

Proc. Description of Service Max Service Unit
Code Am’t
1530P | Case-Management 12 hrs/day Hour
1532P | Chore (Agency) 8 hrs/day Qtr. Hour
(32 units)
Chore (Private) ‘ Qtr. Hour
1534P | Community Living Support Services 2/day Half day
(CLSS)
1536P | Companion Services (Agency) 18hrs/day Qtr. Hour
(72 units)
¢ Companion Services (Private) “ Qtr. Hour
1538P | Environmental Accessibility $10,000 $10,000/year
Adaptations units/year
1542P | Homemaker Services (Agency) 8 hrs/day Qtr. Hour
(32 units)
“ Homemaker Services (Private) ¢ Qtr. Hour
1546P | Independent Living Skill Development | 12 hrs/day Hour
(Indiv.)
1548P | Cognitive/Behavioral Programs 4 hrs/day Hour
1550P | Home-Delivered Meals (single) Single
only/day
1551P | Home-Delivered Meals (double meal) | Double
only/day
1554P | Personal Care Assistant (private only) | 18 hrs/day Qtr. Hour
(72 units)
1556P | Personal Emergency Response One-time
System (PERS) install
1557P | Personal Emergency Response 2/mo 1-way
System (monthly service)
1560P | Pre-Vocational Services 40 hrs/week Hour
1562P | Respite Care 24 hrs/day Hour
1564P | Specialized Medical Equipment & $ valuelyear $ valuelyear
Supplies
1566P | Substance Abuse Program (daily) 56 days/year | Day
1567P | Substance Abuse Program (hourly) 4 hrs/day Hour
1572P | Supported Employment 40 hrs/week Hour
1574P | Transportation (Public) 4 trips/day 1-way trip
1575P | Transportation (Mileage--Private) 999 miles/day | Mile

STATE:
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VERSI ON 06- 95

1578P | Vehicle Modification $ value/year $ value/year
1580P | Transitional Living Services 183 days/year | Day
(1xonly)

STATE:

CONNECTI CUT
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